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Theodoresco, D., and Hofer, O.: Cancers of the 
Cheek (A propos des cancers de la joue). Presse 
méd., Par., 1934, 42: 2040. 

According to the literature, carcinoma of the cheek 
is very rare and very malignant, its treatment is 
difficult, and the results are poor. The authors have 
studied 40 such carcinomata. As these were found 
among 700 buccal tumors, their incidence was 5.71 
per cent. This practically agrees with the incidence 
given by Kuttner (5.63 per cent), but is considerably 
lower than that given by Channing (14.18 per cent). 
Leucoplakia is believed to be an important pre- 
cancerous lesion. Most of the tumors reviewed had 
their origin on the buccal mucosa. Among them 
were a melanosarcoma, a cylindroma, and a basal- 
cell epithelioma. They were of high malignancy. 
Karly treatment is important. 

On the basis of the statistics of Berven, Channing, 
Lund, and others and their own experience the 
authors believe that surgical treatment is far supe 
rior to radiotherapy. They state that the exposure 
should be wide. Block dissection of the lesion and 
the regional nodes is advisable. The cosmetic result 
is best when this is done through an incision made 
in the midline of the lip and chin and extended hori 
zontally to expose the cervical nodes. Wide excision 
may necessitate the use of a cervical flap for repair. 
[he lymphatics follow the facial vessels in close 
proximity to the periosteum of the mandible. 

Of the 4o cases reviewed, operation was performed 
in 37. Lymphadenectomy was done in 30. In sev- 
eral, the mandible or maxilla was included in the 
resection. The authors favor immediate repair of 
the defect. Depending upon its extent, they repair 
it with adjacent tissues or with flaps from the head, 
neck, or elsewhere. To replace the mucosa they have 
used Thiersch grafts over a stent mold as suggested 
by Esser. 

Regional anesthesia is generally employed, some- 
times with avertin as a base. In the cases reviewed 
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the early mortality was 3 deaths. ‘Two of these 
deaths were due to pneumonia and 1 was the result 
of septicemia. One of the patients who died of 
pneumonia had erysipelas. ‘The late mortality was 
70 per cent (26 deaths). Sixteen (43.2 per cent) of 
the patients developed a recurrence. Eighteen 
(48.6 per cent) remained free from recurrence during 
an observation period of from five months to fifteen 
years. Lymph-node involvement has prognostic 
importance. Ten patients had no palpable nodes, 
10 had soft palpable nodes, and 20 had hard palpable 
nodes. In 3 of the latter the nodes were adherent. 
In 11 cases restriction of jaw movement resulted 
from the operation and necessitated a secondary 
plastic procedure for its relief. In 5 of the 9 cases in 
which the best results were obtained no radiotherapy 
was given. Tuomas W. STEVENSON, Jr., M.D 


EYE 


Ramsay, A. M.: Clinical Science and Ophthalmol- 
ogy. Brit. M.J., 1935, 1: 230. 


The ophthalmologist is generally consulted be 
cause of ocular pain or some disturbances of vision. 
Ocular pain is usually a danger signal and may be 
of inflammatory or non-inflammatory origin. 

Pain of inflammatory origin varies according to 
the site of the lesion. Superficial lesions cause pain 
of a sharp, cutting type which is aggravated by lid 
movements, whereas deep lesions cause pain of a 
throbbing or gnawing type which radiates along the 
branches of the trigeminus nerve and is most severe 
late at night or early in the morning. In the diag 
nosis consideration of the character of the pain in 
conjunction with other signs is of importance. 

Before the development of physiological optics, 
non-inflammatory pain was classed with asthenopia 
and regarded as incurable. As long as asthenopia was 
studied by the observational method alone, no prog- 
ress was made. The optical instruments invented by 
Helmholtz and the clinical studies published by 
Donders in 1864 demonstrated the abnormalities 
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responsible for it. Donders was able to accomplish 
so much because he was an ophthalmologist as well 
as a physiologist. Closer cooperation between the 
laboratory worker and the clinician results in im- 
provement in the approach to clinical problems. 

The retina is peculiarly susceptible to pathological 
influences. Accurate investigation of light and color 
sense may reveal the first indication of a disturbance 
of vision. The least amount of light capable of caus- 
ing a sensation is the “light minimum,” and the 
smallest perceptible increase in brilliancy of one of 
two lights is the “‘light difference.”” An increase in 
the light minimum is evidence that the rods and 
cones are defective. An increase in the light differ- 
ence indicates a defect in the conducting system— 
the inner layers of the retina with the ganglion cells 
and nerve fibers. Of equal importance is the capil- 
lary supply. The rods and cones are supplied by the 
choriocapillaris, and the ganglion cells and inner 
layers by the capillaries of the retinal vessels. 

The light minimum is always disordered in dis- 
eases which interfere with the circulation in the 
choriocapillaris, preventing normal regeneration of 
the visual purple. An increase in the light minimum 
occurs with age and with the cumulative effect of 
toxic substances in the blood. In primary glaucoma 
it is one of the earliest signs. In the early stages it 
is transient like the attacks of dimness of vision and 
the appearance of colored rings around a light. 

Night-blindness is due to retinitis pigmentosa 
which may be hereditary and congenital. When it 
occurs in adults without the appearance of pigmen- 
tary changes in the retina it may be due to dazzling 
light, over-fatigue, and malnutrition. It can be 
produced experimentally with a diet deficient in 
Vitamin A. Retinitis pigmentosa is a progressive 
disease resulting eventually in complete loss of 
vision. Royle has been able to give some relief by 
dividing the thoracic sympathetic trunk at the level 
of the second thoracic ganglion. Higher operation 
has been suggested by Young as more feasible. 

A patient who has an increase in the light differ- 
ence sees best in a dull light. In a bright light a 
whitish-yellow mist interferes with clear vision. 
Pathognomonic of an increase in light difference is a 
central scotoma for red and green which is in sharp 
contrast to the blindness for blue characteristic of 
an increase in the light minimum. After the disease 
has progressed red is said to glitter like gold and 
green to look like silver. 

In a large proportion of cases the symptoms are 
due to overindulgence in tobacco and alcohol, but 
they occur also in total abstainers. In any case they 
are due to the action of a toxic substance. The 
patients are usually between forty and sixty years 
of age. The involvement of the two eyes is equal and 
simultaneous. No distinctive lesion is discoverable 
ophthalmoscopically in toxic amblyopia. While the 
prognosis is favorable, many months are required 
for recovery. 

When the functioning unit of the retina is affected 
the primary function of the eye suffers and there is 


danger of blindness. The layer of rods and cones is 
susceptible to every pathological influence and easily 
destroyed. The inner layers of the retina being more 
resistant, involvement of this conducting system is 
usually better. However, when the noxious influence 
is sufficiently virulent the inner layers may be 
destroyed and atrophy of the optic nerve takes 
place. 

The distinction between a lesion of the functioning 
unit and a lesion of the conducting system applies 
to other organs as well as to the eye and serves as « 
reliable guide in prognosis and treatment. In the 
eye, the two types of lesions may be distinguished 
by a physiological study of the light sense. An i) 
crease in the light minimum indicates involvement 
of the receptor system and causes night blindness 
whereas a lesion of the conducting system results in 
an increase in the light difference causing the patient 
to be dazzled by bright light. 

EpwaArp S. Piatt, M.D 


O’Brien, C. S., and Leinfelder, P. J.: Unilateral 
Exophthalmos. Am. J. Ophth., 1935, 18: 123. 


Of eighty-two consecutive cases of unilateral! 
exophthalmos, 31 (38 per cent) were due to orbita! 
inflammation and 51 (62 per cent) to non-inflamma 
tory changes. 

Abscess in the orbit occurred as a complication 0! 
suppurative sinusitis in thirteen cases, followed a 
perforating injury in one case, and was associate 
with actinomycosis in one case. Cellulitis was a com 
plication of panophthalmitis in eleven cases and was 
associated with cavernous sinus thrombosis in two 
cases. Osteomyelitis occurred in two cases and 
periostitis in one case. 

As a rule inflammatory conditions were recognize«| 
with ease as the symptoms and signs were sudden 
in their onset and progressed rapidly. Proptosis in 
creased rapidly from day to day, movements of the 
globe were limited, and pain and tenderness were 
present. The lids were red and swollen, the bulbar 
conjunctiva was congested and chemotic, and occa 
sionally a fluctuating mass was seen or felt in the 
orbit. In two cases a discharging sinus appeared in 
the lid or conjunctiva. Signs of congestion in the 
fundus were rare. In some cases the temperatur: 
was elevated and there was an increase in the leuco- 
cyte count. Careful examination of the nasal acces 
sory sinuses, the teeth, and other regions of the head 
together with roentgenographic studies usually re 
vealed the source of the infection. In one instanc: 
the source of the infection was found to be at a dis 
tance. 

A malignant neoplasm, either primary, secondary, 
or metastatic, was present in the orbit in twenty 
four cases and constituted the most frequent caus« 
of unilateral exophthalmos. Sarcoma was usuall\ 
primary in the orbit, but occurred also as a meta 
static growth. With one exception it was found in 
children. It grew rather rapidly and often infiltrated 
bone. Carcinoma usually entered the orbit by ex 
tension from the antrum, skin, or other adjoining 

































parts, but occurred also as a metastatic growth. It 
was found only in adults, grew quite slowly, and 
involved the regional lymph nodes. It infiltrated 
bone in some of the cases. Neoplastic diseases of the 
hematopoietic tissues were responsible for several 
orbital tumors, viz., undifferentiated haematopoietic 
tumors composed of cells of an early embryonal type, 
malignant lymphomata, tumors associated with 
myelogenous leukemia, and tumors occurring as a 
manifestation of acute leukemia. Blood studies were 
a means to diagnosis in some of the cases of this 
type but not in all. 

Benign neoplasms were found in ten cases. The 
most frequent benign neoplasm was the meningioma. 
Chis tumor grew very slowly and, except in the late 
stages, gave rise to few symptoms. In the roent- 
genograms made in cases of meningioma there were 
evidences of hyperostoses in the anterior or middle 
cranial fossa or in the orbit. Among other benign 
tumors encountered were a glioma of the optic nerve, 
a granuloma, a hemangioma, a neurofibroma, an 
adamantinoma, and a chondromyxoma. 

Trauma followed by an orbital hematoma, rup- 
ture of the carotid artery into the cavernous sinus 
with pulsating exophthalmos, or orbital emphysema 
occurred in eight cases. In orbital hemorrhage the 
proptosis developed rapidly and subsided slowly 
without other symptoms. In arteriovenous aneurism 
the typical signs of pulsating exophthalmos were 
present. In emphysema the onset was sudden and 
crepitation was elicited in the lids. 

Mucocele of the frontal sinus was present in three 
cases. The proptosis developed slowly and the globe 
was displaced laterally and downward. 

Exophthalmic goiter occurred twice. The prop- 
tosis was unilateral, but the other common ocular 
signs were present in both eyes. In one case there 
was a high degree of unilateral axial myopia with 
pseudoproptosis. 

In 3 cases the cause was undetermined. 

Non-inflammatory lesions of the orbit accompa- 
nied by proptosis were sometimes difficult to diag- 
nose. Frequently in cases of such lesions tissue ex- 
amination was necessary to determine the cause. 
The history was of importance, especially in cases 
of trauma or metastatic tumor. Signs of inflamma- 
tion were absent although pain was sometimes pres- 
ent and occasionally the lids were cedematous or 
even hemorrhagic. Frequently a visible or palpable 
mass was detected in the orbit and the globe was 
displaced laterally or vertically as well as forward. 
Ocular rotations were usually limited in one or more 
directions. Roentgenograms were of assistance in 
many cases. While they sometimes failed to show 
evidence of a tumor mass, they frequently disclosed 
signs of pressure, bone infiltration, bone erosion, or 
hyperostoses when they did not outline the neo- 
plasm. A general physical examination, including 
blood and other laboratory studies, should always 
be made, since in a few of the cases reviewed it was 
the sole means of diagnosis. 

Leste L. McCoy, M.D. 
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Chang, L. W.: Dislocation of the Lens. Chinese 
M. J., 1934, 48: 916. 

Dislocation of the lens is rare. It may be either 
congenital or acquired. When congenital it may also 
be hereditary, it is always bilateral, and the lenses 
are never displaced downward. Adams reported a 
case of downward displacement and Page a case of 
unilateral ectopia of the lens. In a period of four 
years the author observed four cases of congenital 
and three cases of acquired dislocation. The results 
of treatment in these cases were unusually good. 

Vircit Wescott, M.D. 


Pi, H. T.: Subcapsular Cataract in Osteomalacia. 
Chinese M. J., 1934, 48: 948. 

Cataract is often associated with postoperative 
tetany and with the so-called idiopathic tetany with 
changes in the hair and finger nails, caries of the 
teeth, and diminished bone growth. Tetany may 
occur in infants with or without rickets and in adults 
with and without osteomalacia, but the relationship 
between cataract, tetany, and osteomalacia has not 
always been recognized. The author reports three 
cases of subcapsular cataract associated with osteo 
malacia. Vircit Wescott, M.D. 


Pi, H. T.: Cataract Among the Chinese. Chinese 
M. J., 1934, 48: 928. 

The author states that operations for cataract are 
infrequent in China because the Chinese seldom live 
to the cataract age, it being rare for them to attain 
the age of seventy years; they are cautioned in early 
life that operations on the eyes are dangerous; and 
at the age of sixty years they feel so near death that 
they make no effort to improve their physical condi- 
tion. Senile cataract is seen from five to ten years 
earlier in China than in Japan or Germany. Cataract 
is probably more common in women than in men, 
but for social reasons fewer women appear at the 
clinics. Vircit Wescott, M.D. 


Dunnington, J. H., and Macnie, J. P.: Detach- 
ment of the Retina: Operative Results in 150 
Cases. Arch. Ophth., 1935, 13: 191. 

The operative results in 150 cases of retinal de- 
tachment are analyzed. There were 197 operations 
on 155 eyes. Sixty-four per cent of the patients were 
males. The ages ranged from five to seventy-five 
years and averaged thirty-nine and eight-tenths 
years. There was a positive history of trauma in 30 
per cent of the cases and a suggestive history of 
trauma in 11.3 per cent. Myopia was present in 
two-thirds of the cases. In 36.6 per cent it was 6 
diopters or more. 

Severance of the rectus muscles with subsequent 
re-attachment rarely produced any significant mus- 
cular imbalance. No permanent effect on the intra- 
ocular tension was noted. Marked hypotony was 
found to be a grave prognostic sign. A postoperative 
change in the lens was rare. Frequently some im- 
pairment of the field remained after successful oper- 
ative procedures. A cure was obtained in about 50 
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per cent of the cases with detachment of about half 
of the retina but in only about 25 per cent of those 
with detachment of three-quarters of the retina. The 
inferior part of the retina was found detached about 
twice as frequently as any other part. Detachments 
without demonstrable tears were cured nearly as 
frequently as those with one or more holes. The 
treatment was followed by cure in 38 per cent of the 
cases, improvement in 9.8 per cent, and failure in 
52.2 per cent. Just as successful results were ob- 
tained with the chemical cauterization of Guist and 
Lindner as with the electrocoagulation method of 
Walker. The authors believe that cure requires 
extensive treatment of the affected area. 
WILLIAM A. MANN, Jr., M.D. 


EAR 


Howard, R. C.: The Window Operation for Hama- 
toma Auris and Perichondritis with Effusion. 
Laryngoscope, 1935, 45: 81. 


Howard states that in cases of haematoma, fluid 
formations, and chronic masses between the peri- 
chondrium and the cartilage of the ear satisfactory 
results may be obtained by forming a window for 
prompt evacuation and free drainage by removing a 
piece of tissue consisting of perichondrium and a full 
thickness of skin by means of a punch or other suit- 
able cutting instrument. James C. BRASWELL, M.D. 


Fine, A.: Oculomotor Nerve Spasm in Gradenigo’s 
Syndrome. Arch. Otolaryngol., 1935, 21: 142. 


In 1904 Gradenigo described a syndrome consist- 
ing of acute otitis media associated with pain in the 
head and paralysis of the sixth nerve on the same 
side. The otitis may be an exacerbation of a chronic 
otitis without signs of mastoiditis, or the syndrome 
may occur during convalescence from a mastoid 
operation. The syndrome is due to pressure on the 
nerves by localized serous meningitis at the apex of 
the petrous pyramid. The pain in the head is due to 
pressure on the gasserian ganglion and may be dis- 
tributed to any of the regions supplied by the fifth 
nerve. Diplopia and a paralytic internal strabismus 
develop as the result of sixth nerve paralysis. The 
second, third, fourth, and seventh nerves are in- 
volved only when there is a complicating sinus 
thrombosis, brain abscess, or diffuse suppurative 
meningitis, but occasionally a disturbance of one of 
these nerves may develop without clinical evidence 
of an intracranial complication. Therefore the eye 
of the patient with Gradenigo’s syndrome should not 
be regarded per se as an indication for surgical inter- 
vention unless there is other well-defined evidence of 
intradural involvement. Papilloedema and involve- 
ment of the facial nerve have each occurred in cases 
which cleared up spontaneously. 

The trochlear nerve, which supplies the superior 
oblique muscle and gives rise to vertical diplopia 
when affected, is the least frequently involved of all 
the oculocranial nerves. The third nerve also is sel- 
dom involved by pressure phenomena, the reason 


being its short and comparatively sheltered course 
at the base of the skull. This nerve arises from the 
medial surface of the cerebral peduncle, pierces the 
dura at the middle cranial fossa, and immediatel) 
enters the lateral wall of the cavernous sinus, where 
it is in close relation to the fourth nerve and the 
ophthalmic branch of the fifth. It then enters the 
orbit through the superior orbital fissure after di 
viding into a superior and an inferior branch. In 
volvement of the third nerve in Gradenigo’s syn 
drome, which is frequent, results in a spasm of the 
homolateral internal rectus muscle which may begin 
as early as the first week after paralysis of the 
abducens. 

If, in the primary position of the eyes, the para 
lytic eye turns toward the nose, spasm of the internal 
rectus muscle is already present. In the presence of 
spasm the paralytic eye moves more rapidly than 
the other eye in adduction of the spastic internal] 
rectus. A study of the diplopic fields shows that 
diplopia is most marked when the patient looks in 
the direction of the paralyzed external rectus, but is 
present also when he looks in the direction opposite 
the field of action of this muscle. This indicates that 
the diplopia is due to spasm of the homolateral in 
ternal rectus muscle. 

In the differential diagnosis it is necessary to take 
into consideration the possibility of bilateral involve 
ment of the sixth nerve, in which condition diplopia 
and internal strabismus are less marked in the pri 
mary position than when the eyes look either to the 
right or the left. Epwarp S. Pratt, M.D 


Keen, J. A.: Clinical Observations on Chronic 
Deafness in Children. J. Laryngol. & Otol., 1934, 
49: 782. 

Keen reviews thirty-two cases of chronic deafness 
in children in which the chief method of treatment 
was the electrophonoid method of Zund Burguet 
The deafness was due to chronic suppurative otitis 
media, chronic middle ear catarrh, or otosclerosis 
In the cases of the first type the ears were free fron 
discharge before treatment was begun. Of fiffeen 
cases, nine were treated by the electrophonoid method 
and six were used as controls. After seven years the 
condition was worse in five of the six untreated case 
but improved in all of the treated cases. 

In the cases of the second type the deafness hai 
persisted after the usual methods of treatment 
There was never any discharge, and the drum mem 
branes were intact. Improvement occurred in all o! 
those treated by the electrophonoid method but i: 
only two of the four controls. 

In the cases in which the deafness was due to 
otosclerosis the drum membrane was normal. The 
deafness may have been of the inner ear or con 
genital type. In this series there was no striking 
improvement in the treated cases. 

The patients were under observation for 
from seven to ten years. Once a year the hearing 
was tested by the conversational and whispere« 
voice and graphs were made. Joun F. Detpu, M.D. 



































NOSE AND SINUSES 
Tilley, H.: Chronic Pyogenic Inflammation of the 
Antrum and Other Accessory Sinuses. J. 
Laryngol. & Otol., 1935, 50: I. 

Following a brief résumé of the normal anatomical 
relationships of the sinuses and a description of the 
normal nasal mucosa, Tilley presents a detailed dis- 
cussion of the problem of chronic sinus infection in 
the adult supplemented by numerous photomicro- 
graphs and illustrative case histories. He discusses 
particularly the defensive ciliary action of the mu- 
cosa. To denote transmission of infection by way 
of the lymph channels and blood stream he uses the 
term “vascular convection.” 

Histopathologically, five types of infection of the 
nasal accessory sinuses are recognized: the ocdema- 
tous, the infiltrative, the fibrotic, the cystic, and a 
new type in which the infection involves the peri- 
osteum and passes by way of the vascular channels 
to the bony sinus capsule. These types are not 
easily distinguished clinically as one merges into the 
other. The infiltrative type is the most common and 
the infective osteitis type the most serious. An 
example of the latter is the diffuse spreading osteo- 
myelitis of the frontal bone. 

In discussing the operative treatment of chronic 
maxillary sinusitis Tilley advocates the Caldwell- 
Luc operation for all cases except those of the simple 
oedematous type. He attributes recurrence after a 
well-executed sinus operation to a residual infection 
in the bony tissues surrounding the sinus. He states 
that until this infection is eliminated recurrences and 
focal symptoms will persist. Joun F. DeLpn, M.D. 


MOUTH 


Veau, V.: The Skeleton of Harelip (Le squellette du 
bec-de-lievre). Ann. d’anat. path., 1934, 11: 873. 


The bony defects present in complete unilateral 
and bilateral harelip are described and shown by 
illustrations. Veau has studied thirty-one skulls with 
such lesions and serial sections of the skulls of six 
fetuses from five to eight months of age. 

Characteristic of complete bilateral harelip is enor- 
mous projection of the intermaxillary bone due partly 
to elongation of the vomer but chiefly to deformity 
of the intermaxillary bone. Recession of the superior 
maxilla may make the projection more apparent. 
There are four incisors in the median tubercle. The 
lateral incisors are lost early because they are poorly 
implanted and their blood supply is imperfect. While 
the incisors are in a vertical plane although they pro- 
ject forward, they are useless for mastication because 
they are separated from the inferior incisors by more 
than tcm. The vomer and intermaxillary bones may 
project straight foward, but the axis is usually 
curved because of the pressure of the bridge of soft 
parts at the level of the nose. The author supple- 
ments his description with drawings of eight frontal 
sections of an eight-month fetus. 

The lesion is essentially the same in unilateral as 
in bilateral harelip, but the skeletal changes are very 
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different because in unilateral harelip the vomer and 
median tubercle are acted upon by the natural forces 
of the normal side and, as a result, the median axis 
is considerably distorted. The author presents draw- 
ings of two twins of 165 mm. which demonstrate the 
distortion. He compares a set of serial sections taken 
in the frontal plane and a set taken in the horizontal 
plane with a few normal sections. In the normal sub 
ject the intermaxilla is situated in the frontal plane. 
In the deformed it is in the sagittal plane and is 
progressively dislocated from the inferior margin of 
the septum away from the side of the cleft. Veau 
calls attention to the deep groove where the nasal 
mucosa normally turns from the septum onto the 
palate because, in the repair of the floor of the nose 
which is generally necessary, the mucosa in this 
region should be freed. 

Part of the vault in cleft palate is covered by mu 
cosa which normally should form part of the floor of 
the nostril on the cleft side. The nostril on the cleft 
side is generally obstructed by the hypertrophic in 
ferior turbinate. The author presents horizontal sec- 
tions showing the great deviation of the septum 
toward the cleft side, and several other sections 
showing variations in the arrangement of the suture 
lines and teeth in unilateral cleft palate. In conclu- 
sion he states that complete harelip sometimes oc 
curs without cleft palate and occasionally with only 
minor bone changes. Tuomas W. STEVENSON, Jr., M.D. 


NECK 
Kecskés, Z.: The Advantages of High Tracheotomy 
(Ueber die Vorteile des oberen Luftroehrenschnittes). 
Orvosi hetil., 1934, p. 986. 


According to the Lénart Nose and ‘Throat Clinic 
at Budapest, high tracheotomy should be chosen for 
the adult and low tracheotomy for the child. This 
viewpoint is based on 226 tracheotomies which were 
done in the last few years. The operation is per- 
formed under local anasthesia, never under narcosis. 
An oval window of the diameter of the cannula to 
be introduced is cut in the wall of the trachea. The 
high tracheotomy, which is more rapid, is recom- 
mended also for emergency cases. The anatomical 
conditions are more favorable for the high operation. 
At the level of the first to third tracheal rings the 
trachea is superficial, while at the site at which the 
low operation is performed it lies from 5 to 6 cm. 
below the skin and in front of it are large veins which 
in dyspnoea may be dilated to the size of the little 
finger. Often, the arteria anonyma crosses the 
trachea very high up. The arteria thyroidea ima is 
present in 10 per cent of the cases. In the cases of 
children the possibility of an enlarged thymus must 
also be considered. 

In the cases of short-necked persons the low 
tracheotomy is often impossible as the fourth and 
fifth tracheal rings are behind the sternum. Com- 
plications are more frequent following the low 
tracheotomy. Secondary haemorrhage occurs in 81 
per cent of the cases in which this operation is done 
(Eske), but in only 19 per cent of those in which the 
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high operation is performed. Wound infection is 
also more frequent after the low tracheotomy. In 
the high operation the short cannula fits the axis of 
the trachea better, its initial changing being there- 
fore easy, and operative accidents are more easily 
avoided. (E. Intés). Joun W. BRENNAN, M.D. 


Canelo, C. K., and Lisser, H.: Two Cases of Child 
hood Myxoedema Reported for the Purpose of 
Emphasizing the Importance of Bone-Age 
Studies. Endocrinology, 1935, 19: 21. 


In reporting two cases of juvenile hypothyroidism 
the authors present a series of roentgenograms of the 
wrist of one of the patients which showed extreme 
osseous retardation before treatment and marked 
osseous development during two years of thyroid 
therapy. They urge the use of bone-age roentgen- 
ray studies in cases of suspected hypothyroidism. 
They cite the work of Engelbach and Shelton and 
present a classification of conditions associated with 
premature and retarded ossification. 

Pau Starr, M.D. 


Kallen, L. A.: Vicarious Vocal Mechanisms: The 
Anatomy, Physiology, and Development of 
Speech in Laryngectomized Persons. Arch. 
Otolaryngol., 1934, 20: 460. 


Kallen states that improvement of the technique 
of extirpation of the larynx has resulted in increasing 
interest in methods of restoring voice to persons 
subjected to that operation. 

The disadvantages of the prostheses formerly used 
were irritation of the tissues, shrill and squeaky 
sounds, respiratory complications, salivation, pain 
and fatigue on speaking, prohibitive cost, and occa- 
sional failure of the apparatus to work. The author 
claims that there is hardly a person subjected to 
total laryngectomy who, within a short time, could 
not be taught to develop a fairly loud voice ame- 
nable to a certain degree of modulation and superior 
to the sound produced by a mechanical device. 

The purpose of vocal therapeutic measures after 
laryngectomy is to develop a vicarious reservoir for 
air which may be subjected to compression in such a 
way that some anatomical structure capable of func- 
tioning as a vicarious glottis may be activated by it. 
Che anatomical structures offering possibilities for 
the development of a vicarious air chamber vary in 
location from the stomach to the oesophageal opening 
(cricopharyngeus muscle). 

It is believed that under normal conditions the 
gastric air bubble facilitates the entry of food into 
the stomach, regulates spatial capacity, and regu- 
lates pressure when the lower portion of the stomach 
contracts. By some clinics the swallowing of air is 
advocated. The author advocates aspiration of air 
into the cesophagus for the purpose of phonation. 
The air bubble may act also as a pneumonic cushion. 
In addition to the stomach, the hypopharynx may 
serve as a vicarious reservoir of air. The various 
anatomical structures which may serve in the forma- 
tion of a vicarious glottis are the dorsum of the 
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tongue and the tense velum palatini, the base of the 
tongue, the posterior wall of the pharynx, the two 
posterior pillars of the fauces, the palatine arches, 
the inferior constrictor of the pharynx, the epiglottis, 
the two lateral pharyngeal bands, the external folds 
of cesophagus with its associated tissues (cricopha 
ryngeus muscle), and the mouth of the cesophagus 

Two stages are differentiated in the production of 
cesophageal speech: oscitance (opening up) of the 
cesophagus before phonation occurs and cesophageal 
contraction during phonation. Air can rush into the 
cesophagus only after its mouth is open. Since, 
under normal conditions, the cesophagus remains 
closed during inspiration, the laryngectomized per- 
son must learn the method of effective aspiration of 
air by conscious sensibilities. Whenever possible, 
the surgeon should preserve mucous membrane and 
a favorably placed cicatricial band, muscle, or mus 
cular remnant as they may serve as a basis for the 
development of a pseudoglottis. It is suggested that 
the transplantation of two folds of mucous mem 
brane or muscular strips in the mesopharynx or 
hypopharynx may provide a structure which later 
might develop into a pseudoglottis dependent upon 
their capacity to vibrate. It is important to spare 
the fibers of the cricopharyngeus muscle and to pro 
tect the sternohyoid and thyrohyoid muscles from 
surgical harm. 

The author classifies pseudo-voices into four 
groups: (1) the pseudo-whispered voice, (2) the 
pharyngeal voice, (3) the cesophageal voice, and (4) 
the gastric voice. Normally, whispering occurs when 
the expiratory breath current flows through the pos 
terior portion of a rima, making an opening of vary- 
ing size which is shaped like a triangle. The laryn- 
gectomized subject who “pseudo-whispers” cannot 
form independent vowels. He can merely indicate 
them. He does this by assuming the oral posture 
involved. Actually, he produces the consonants. It 
is best for the patient subjected to laryngectomy not 
to attempt the pseudo-whisper as it may become 
habitual and render vocal methods difficult. The 
so-called pharyngeal voice is that of the patient 
whose vicarious glottis lies in the mesopharynx or 
hypopharynx. The cesophageal voice differs in 
mechanism and acoustic quality from the pharyngeal 
voice and is the aim and end of vocal therapy after 
laryngectomy as it permits satisfactory volume, 
modulation, and fluency. The gastric voice is often 
used by ventriloquists. This is the so-called “‘belly- 
clang” type of voice. The sound is made by eructa- 
tion from the stomach combined with articulation 
and is sufficient to produce speech. 

The author discusses the re=piratory function and 
variations in speech, the réle of the diaphragm in 
vicarious respiration, speech melody in the laryngec- 
tomized, variations in vocal mechanisms, and thera- 
peutic measures for the development of a vicarious 
voice. The technique of the development of a vicari- 
ous voice is dependent upon two processes, degluti- 
tion of air (aerophagia) and aspiration of air into the 
stomach. Kallen outlines a vocal gymnastic pro- 
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gram. The results of this program are dependent 
upon the intelligence, adaptability, skill, other quali- 
ties of character, and general condition of the pa- 
tient. The program includes reconditioning of 
phonic respiration, the production of sounds and 
syllables, aids to the production of eructus, the prac- 
ticing of articulations and their combinations, read- 
ing and modulation exercises, and movement of the 
head and neck to aid in the development of the pseu- 
doglottis. 

The prognosis in vocal therapy is dependent upon 
the psyche of the patient. As a rule it is favorable. 
[he wound produced by total extirpation of the 
larynx heals completely within about six weeks. 
Phonetic therapy should be instituted immediately 
after healing. The mechanical device does not re- 
place an inherent biological function. It does not 
become an integral part of the patient’s psyche. It 
remains, at best, a useful machine never identified 
with his personality. The aim of all vocal gymnastic 
therapy after laryngectomy is to aid the patient to 
live as normal a life as possible. 

ALTON OcHSNER, M.D. 


Tucker, G.: Cancer of the Larynx: Observations in 
200 Consecutive Cases. Arch. Otolaryngol., 1935, 
Sa. &- 


Tucker reviews 200 consecutive cases of cancer of 
the larynx which came to the bronchoscopic clinics 
of the University of Pennsylvania and were treated 
by several surgeons or roentgenologists. 

Only 2 per cent of the patients were negroes. 
Forty-one per cent had used the voice excessively, 
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and 12 per cent had used tobacco excessively. All 
of this group had hoarseness and local discomfort. 
Twenty-two per cent had dyspnoea, and 58 per cent 
dysphagia. Local or referred pain was present only 
when the disease was advanced. 

X-ray examination yielded evidence of a lesion 
in the larynx in practically every case. Correlation 
of the findings of X-ray examination, mirror exami- 
nation, and direct examination permits an accurate 
determination of the location and extent of the 
lesion. Biopsy was done in all of the cases reviewed. 
In none were there any untoward effects or indica- 
tions of metastatic spread resulting from this pro- 
cedure. 

Ninety-five per cent of the lesions were squamous 
cancers. Seventy-two per cent were probably of 
intrinsic origin, a type of lesion which is amenable 
to surgical treatment if it is diagnosed early. 

In 58 of the cases laryngofissure was performed. 
In 14 per cent of these the lesion recurred in two 
years. 

Of the 31 cases in which total laryngectomy was 
done, recurrence developed in 37 per cent. 

Partial laryngectomy with laryngostomy and 
maintenance of the opening for one week for the 
intralaryngeal application of radium was performed 
in 17 cases. 

In 54 cases X-ray and radium treatment were 
given. Because of the difference in the methods 
used, no estimate of the results of the irradiation is 
possible. However, 3 patients who were treated 
only by irradiation are still alive after three years. 

Harry C. SAttTzstetn, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cairns, H., and Donald, C.: The Diagnosis and 
Treatment of Abscess of the Brain. J. Laryngol. 
& Otol., 1935, 50: 73- 


Following a discussion of the various methods of 
treating abscess of the brain, the authors describe 
their own procedure in thirty cases. In twenty-three 
of the latter operation was performed. Ten of the 
thirty patients recovered. 

The authors contend that complete removal is the 
only satisfactory treatment for thick-walled chronic 
abscess, and express doubt as to whether an abscess 
should be operated upon in the acute stage. They 
emphasize that not more than 1 c.cm. of cerebro- 
spinal fluid should be removed in a diagnostic spinal 
puncture. In their method of exploration for an 
abscess the scalp is infiltrated with 1 per cent 
novocain and a burr hole 1.5 cm. in diameter is 
made in the skull at the site of the suspected abscess. 
The dura is then opened and the brain explored with 
a graduated brain needle. A distinct resistance in- 
dicates that the capsule of the abscess has been 
encountered. It is important for the needle to enter 
the abscess cavity at right angles and at its upper- 
most part. If necessary, another burr hole should be 
made to permit the needle to be introduced directly 
rather than obliquely into the abscess. The escape 
of a few bubbles of gas indicates that the top of the 
cavity has been entered. 

The usual open and closed methods for drainage 
are discussed. The after-treatment indicated is the 
same, regardless of the method of draining the ab- 
scess. The authors emphasize that dressings should 
be done infrequently unless a complication develops. 
In their cases the first dressing is usually done at the 
end of ten days. The patient should remain in bed 
for several weeks after the operation. 

The most common complications in the authors’ 
ten cases with recovery were a rise in the tempera- 
ture, cedema, meningitis, incomplete drainage, recur- 
rence, and epilepsy. Fits occurred during the first 
few weeks after operation in four of the cases of 
recovery, but in only one did they continue after the 
patient’s discharge from the hospital. 

The authors review the common errors made in 
the diagnosis and treatment of abscess of the brain. 
They believe that the end-results would be improved 
if the history were carefully considered and a neuro- 
logical examination and an examination of the visual 
fields were made in cases of severe headache after 
ear trouble or a mastoid operation. They state that 
when intracranial complications are suspected neuro- 
logical investigation should take precedence over 
mastoidectomy. RoBert ZOLLINGER, M.D. 
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Schjgtt, A.: Suprasellar Craniopharyngioma (Sup 
rasellares cranio-pharyngeom). Med. Rev., 1934, 
51: 305. 

As a rule tumors of the anterior lobe of the 
hypophysis produce the chiasma syndrome. This is 
essentially a temporal hemianopsia accompanied by 
destruction of the sella turcica which is visible in 
the roentgenogram. The chiasma syndrome may be 
produced also by tumors of other kinds, especially, 
so-called craniopharyngiomata. The latter lead, not 
to destruction of the sella turcica, but merely to 
atrophy involving especially the clinoid processes 
The author reports such a tumor. It belonged to thi 
clinical group of suprasellar neoplasms. 

The anterior lobe of the hypophysis arises from 
an out-pocketing of the embryonic oral cavity and is 
therefore of ectodermal origin. At the end of this 
out-pocketing there appears a closed vesicle which 
is the anlage of the anterior lobe of the hypophysis 
The pedicle of the vesicle is the craniopharyngea! 
canal. Normally, this disappears later. Behind thi: 
anlage of the anterior lobe there develops an out 
pocketing of the mid-brain which becomes the poste 
rior lobe. After the craniopharyngeal canal has 
regressed the hypophysis remains attached only to 
the brain. The craniopharyngeal canal persists in 
0.2 per cent of adults. It may persist in part or in 
whole. It may come down from above and termi 
nate in the body of the sphenoid or the posterior 
part of the nasal septum. It may contain hypo 
physeal tissue. If a tumor arising in the cranio 
pharyngeal canal grows upward and emerges at thi 
sella turcica, it becomes a suprasellar tumor clini 
cally and produces the chiasma syndrome. The 
roentgen picture often shows calcium deposits. 

In the author’s case, that of a girl eleven years 0! 
age, there were disturbances of the vision and head 
aches, and the roentgenogram showed a shadow the 
size of a plum above the sella turcica. The shadow 
was due to small calcium granules. The presence o! 
increased intracranial pressure was evidenced b\ 
flattening of the digitate impressions. The tumor 
was operated upon by Olivecrona. The chiasma was 
exposed from the right side. By sacrificing the right 
optic nerve, the function of which had been almost 
destroyed, it was possible to remove most of the tu 
mor and relieve the pressure on the left optic nerve, 
which still functioned fairly well. After recovery 
concentric diminution of the visual field was 
found. (BURCKHARDT). JOHN W. BRENNAN, M.D. 


Pfahler, G. E., and Spackman, E. W.: Further 
Observations on the Roentgen Treatment of Pi- 
tuitary Tumors. Am. J. Roentgenol., 1935, 33: 214 

The relative value of surgery and irradiation in 
the treatment of pituitary tumors has not been de 
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termined definitely and varies in different cases. Of 
importance in the selection of the treatment is co- 
operation between the neurologist, surgeon, and ra- 
diologist. When operation offers a reasonably fair 
chance of success, roentgen therapy is to be regarded 
as the second choice. When the tumor mass cannot 
be removed completely, hope of preventing regrowth 
must depend on irradiation. When the indications 
for operation are questionable, the patient’s general 
condition is not favorable, or the patient refuses 
surgery, roentgen irradiation is of the greatest value. 
[nitial irradiation therapy given by a competent 
radiologist is less hazardous than indifferent surgery. 
If unsuccessful, it does not interfere with operation 
unless it is prolonged beyond reason. In far-advanced 
cases in which surgery cannot be considered, roentgen 
therapy usually offers the only hope of palliation. 
Twenty-one cases of pituitary tumor treated by 
irradiation alone or in conjunction with surgery are 
presented. The neoplasms included pituitary adenom- 
ata, a suprasellar tumor, a cystic pituitary tumor, 
malignant disease with extensive involvement into 
and about the pituitary region, and tumors the exact 
nature of which could not be determined. The clini- 
cal and roentgen findings are described at length 
and the results obtained in each case are discussed. 
The results were best in the cases of solid pituitary 
tumors. Improvement of the visual disturbances 


was a feature in all of the favorable cases, and relief 
of headaches was obtained in the majority. The 
article is concluded with the following statements: 
1. Roentgen irradiation is to be recommended as 
routine treatment for pituitary tumors. 
2. Consultation of the radiologist with the sur- 


geon and neurologist is essential in all cases. 

3. We believe that we do no harm and do not 
delay a favorable outcome bv giving 200 per cent 
of the erythema dose, 1,600 r, through the usual 
three areas, but that if no response is noted after 
this much treatment, operation should be performed 
as in all of our cases amenable to roentgen treatment 
we obtain considerable expansion of the fields of 
vision at this stage. 

4. This treatment can easily be given within two 
months, and in no way interferes with surgical 
procedure. 

5. If the fields of vision and the clinical symptoms 
show a satisfactory response, we believe the case 
may be treated without recourse to surgery. 

6. We recommend examination of the fields of 
vision monthly during the active stage of treatment 
and at least once every three months when the 
visual fields appear to show no further changes. 

7. We have stopped treatment as the fields ap- 
proached the normal limits. 

8. We have given as high as from 8 to ro erythema 
doses to each skin portal, and by carefully limiting 
the area of the field, have avoided unfavorable 
results, 

9. If the fields of vision begin to show contraction 
or the clinical symptoms increase in spite of roentgen 
treatment, the patient should be operated upon. 
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10. The total dosage should be carefully watched: 
11. Postoperative roentgen therapy is strongly 
recommended for every case in which there is any 
doubt regarding complete removal of the tumor. 
Apotpu Hartunc, M.D. 


Frazier, C. H.: The Surgical Management of 
Chronic Subdural Haematoma. Ann. Surg, 
1935, IO1: 671. 

A syndrome which is pathognomonic of subdural 
hematoma consists of headache, somnolence, yellow 
spinal fluid, and a history of injury to the head. The 
author reports six cases. He found headache to be 
the most common and somnolence the next most 
common symptom. All other neurological symp 
toms were inconstant. Inequality of the pupils was 
found in only three cases and well-defined papillee 
dema in only one case. ‘The disks were blurred in 
two cases and normal in three. Focal symptoms 
were present in only three cases. In one case the 
pyramidal tract signs were homolateral. Homo 
lateral pyramidal tract signs may be due to: (1) 
pressure of the crus on the incisura tentorii, (2) 
pressure of a contralateral dilated ventricle, or (3) 
pressure of the contralateral hemisphere against the 
cranial wall. The spinal fluid was examined in only 
four of the reported cases. In two it was yellow and 
in two it was colorless. The spinal fluid pressure was 
increased in two and normal in two. The protein 
content of the fluid was increased in three and nor- 
mal in one. 

Quite often (in 50 per cent of the cases reported by 
the author) ventriculography or encephalography is 
necessary for diagnosis or localization. 

The hematomata were bilateral in three of the 
author’s cases and unilateral in three. Bilateral 
hematomata occur most frequently following a blow 
on the back of the head. Subdural hamatomata are 
usually found in the frontal and parietal regions, but 
occasionally they extend from the frontal to the 
occipital pole. The mechanism whereby an injury to 
the back of the head causes the rupture of a vul 
nerable vein has been explained by Trotter. The 
brain is not protected against anteroposterior move- 
ments as it is by the falx against transverse dis- 
placement. The cerebral veins passing from the 
brain to the tributaries of the longitudinal sinus are 
short trunks passing directly from the brain to the 
dura at right angles. The cranial end of the vein 
being firmly fixed by the dura and the cerebral end 
attached to the movable hemisphere, rupture can be 
readily produced by a sudden jarring movement 
which causes an anteroposterior displacement. 

Within a short time (few days according to 
Spiller), the hamatoma becomes enveloped in a 
characteristic greenish membrane. In removing the 
haematoma by the suction method it is important to 
leave the membrane intact. At first, the clot may 
be of a gelatinous consistency. Later, it undergoes 
liquefaction. The fluid is dark blue, coffee colored, 
or greenish-yellow. As the clot has usually become 
liquefied by the time operation is undertaken, Flem- 
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ing’s dual perforation, suction-irrigation operation is 
the procedure of choice. In this operation two per- 
forations are made from 6 to 8 cm. apart, first on one 
side of the midline and then on the other, one in the 
postfrontal region and the other in the parietal 
region. They are so placed that they may be utilized 
in the formation of an osteoplastic flap if necessary. 
Irrigating fluid is introduced through the frontal 
perforation and removed with the accumulated 
blood by suction through the parietal perforation. 
This process is continued until the hematoma has 
been evacuated. Because of the high incidence of 
bilateral hamatomata, bilateral exploration is rec- 
ommended. Davip Joun Impastato, M.D. 


Dolgopol, V. B., and Neustaedter, M.: Meningo- 
Encephalitis Caused by Cysticercus Cellulosz. 
Arch. Neurol. & Psychiat., 1935, 33: 132. 


Cysticerci, the larve of several intestinal tape- 
worms, are frequently encountered in the muscles 
of various domestic and wild animals. Cysticercus 
cellulose, the larva of tania solium, is the common 
organism affecting the eye and other organs of man, 
but several cases of infection of the eye by the 
cysticercus of the bovine tapeworm are known. 
The cysticercus found in the brain is apparently 
always the cysticercus cellulose. 

Cysticercosis of the brain is the most important 
form of infestation because of the gravity of its 
prognosis. The diagnosis is difficult because of the 
absence of characteristic signs and because of the 
variability in the site of the lesion and its frequently 
disseminated character. The diagnosis is most often 
made at autopsy. 

The authors report a case of cysticercosis of the 
brain which came to operation and autopsy. The 
illness began one year before the patient’s admission 
to the hospital with constant headache radiating 
from the frontal to the occipital region. Five 
months later vision in the left eye became blurred 
and the patient complained of seeing red and blue 
lights. A few weeks later vomiting and convulsive 
seizures of the left arm and leg occurred. With 
subsidence of the symptoms, vision in the right eye 
became blurred while vision in the left eye began 
toimprove. Lumbar puncture at the New York Eye 
and Ear Infirmary revealed a pressure of 440 mm. 
of water, a meningitic collodidal gold curve, and 100 
white cells per cubic millimeter, 13 per cent of which 
were eosinophiles. No parasites or ova were found 
in the faces. The patient was transferred to the 
Central Neurological Hospital. The findings of the 
neurological examination are reported in detail. 
Despite negative Wassermann and Kahn reactions 
of the blood and a negative Wassermann reaction of 
the spinal fluid the symptoms were attributed to a 
retrobulbar gumma. Because of eosinophilia in the 
blood (10 per cent), a detailed cytological examina- 
tion of the spinal fluid was made. The findings of 
this examination were: 12 cells per cubic millimeter; 
eosinophiles, 26 per cent; neutrophiles, 24 per cent; 
and lymphocytes, 50 per cent. These observations 
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led to the suspicion of parasitic infection of the 
meninges or brain. Examination of the cerebro. 
spinal fluid for hooklets and of the feces for ova was 
negative. The diagnosis of retrobulbar gumma with 
gummatous meningitis was therefore maintained 
and antisyphilitic treatment was given. 

Four months after the patient’s admission to the 
hospital no eosinophiles were found in the cerebro 
spinal fluid or the blood. One month later, jack 
sonian attacks developed. These attacks were lim 
ited to the right side and were preceded by paras 
thesia of the right extremities. The neurological 
condition remained about the same until two weeks 
later, when the visual fields were constricted and a 
central scotoma was found on both sides. A short 
time later the patient had a general clonic convulsion 
with loss of consciousness which lasted for about 
three minutes. Following this attack vision failed 
rapidly until it was limited to the counting of 
fingers. There were complete primary optic atrophy 
on the right and marked papillceedema on the left. 
Testing of the pupillary reflexes was not done as a 
mydriatic had been administered. The ocular move 
ments were intact. There was no nystagmus. The 
corneal reflexes were present and the pharyngeal 
reflex was absent. Other neurological signs were only 
slightly altered. Because of the threatened blind- 
ness a right subtemporal decompression was decided 
upon. A tentative pre-operative diagnosis of sar 
comatosis of the base of the brain was made. 

On December 28, 1932, an opening 1 in. wide was 
made in the right temporal region. The dura and 
brain bulged through it. A small tumor mass was 
found on the undersurface of the dura and removed. 
The anatomical diagnosis was meningioma. 

On the day after the operation there was paralysis 
of the left side of the face and body, and a Babinski 
reflex was present on the left. The paralysis of the 
leg subsided the following day, but that of the arm 
and face remained unchanged. Four days later 
there was complete amaurosis with primary optic 
atrophy on the right and complete secondary 
atrophy on the left. Two weeks later a small puru- 
lent discharge appeared in the wound and was 
followed by chills and a rise in the temperature to 
103 degrees F. The patient died one year and nine 
months after the beginning of the symptoms. 

The findings at autopsy are reported in detail. A 
heavy plastic exudate was present in the lower sur- 
face of the brain over the peduncles, the pons, and 
the medulla and apparently extended to the spinal 
cord. A tassel of vesicles was seen emerging from 
the right sylvian fissure and other groups of more 
sharply defined vesicles were observed on either 
side of the pons. Two tassel-like groups of vesicles 
were present on either side of the pons and met over 
the quadrigeminal bodies. The fourth ventricle and 
the aqueduct of Sylvius were filled with a dry cheesy 
material. The diagnosis was “infestation with 


cysticercus racemosus.”’ 
The pathological changes were: meningo-encepha 
litis and choroiditis caused by the cysticercus race 
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mosus; ependymitis granulosa; cysticercus endar- 
teritis at the base of the brain and in the branches 
of the right middle cerebral artery distal to the 
lenticulostriate artery; and cortical infarction. 
The loss of vision was caused clinically by primary 
atrophy of the right optic nerve and secondary 
atrophy of the left optic nerve, the result of mild 
hydrocephalus produced by the exudate in the 
aqueduct of Sylvius and in the fourth ventricle. 
Microscopically, both nerves showed chronic inflam- 
matory and degenerative changes due apparently to 
the proximity of the cysticercus which extended 
from the right sylvian fissure into the anterior fossa. 
Epwarp S. Pratt, M.D. 


SPINAL CORD AND ITS COVERINGS 


Bellucci, B.: Roentgenological Visualization of the 
Ependymal Canal in a Case of Hydromyelia 
(Visualizzazione radiologica del canale dell’ ependima 
in un caso di idromielia). Radiol. med., 1934, 21: 
1418. 


The case reported was that of a man fifty years 
of age who entered the clinic complaining of pain 
which gradually localized in the lumbar region of 
the spinal cord. On lumbar puncture the cerebro- 
spinal fluid escaped under high pressure. The fluid 
was turbid and contained many polynuclears, lympho- 
cytes, and large cells, probably ependymal elements. 

As symptoms of partial paralysis of the lower ex- 
tremities set in, a myelographic examination was 
made following the introduction of about 2 c.cm. of 
20 per cent iodized oil into the subarachnoid space 
of the spinal cord according to the usual technique. 
The needle was introduced into the intervertebral 
space between the first and second lumbar vertebra. 

The roentgenogram presented a strongly radio- 
opaque line which was identified as the ependymal 
canal of the spinal cord. 

This opaque line measured about 2 mm. in width, 
extended from the seventh thoracic vertebra to 
about the middle of the twelfth thoracic vertebra, 
and ended at the upper level of the second lumbar 
vertebra in a small, cup-like shadow (terminal ven- 
tricle of Krause). 

The author states that this case is the first to be 
recorded in the literature in which it was possible to 
visualize the ependymal canal roentgenographically. 

In describing the pathologico-anatomical picture 
he reviews the sequence of events which led to acci- 
dental introduction of the iodized oil into the central 
canal of the cord. In his opinion the picture was that 
of hydromyelia due to medullary compression follow- 
ing the formation of an ossifluent abscess invading 
the spinal canal. Ricuarp E. Soma, M.D. 


Fletcher, E. M., Woltman, H. W., and Adson, A. W.: 
Sacrococcygeal Chordomata: A Clinical and 
Pathological.Study. Arch. Neurol. & Psychiat., 
1935, 33: 283. 

The authors review ten cases of sacrococcygeal 
chordoma which, in their general aspects, resembled 
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the seventy-five cases reported to date. ‘They state 
that chordomata of the sacrococcygeal region have 
been found more frequently in males than in females. 
The problem of the relation of trauma to the devel- 
opment of such tumors is of interest. Two of the 
authors’ patients giving a history of injury were 
women. One of these women had suffered a fall on 
the buttocks forty-six years previously and the 
other had had a similar injury twelve years pre- 
viously. In some of the reported cases the symp- 
toms of the tumor dated from the time of an injury. 

Pain was present in all of the cases reviewed by 
the authors, and in all but one it was the initial 
symptom. ‘Tenderness was a common complaint. 
Numbness was recorded as a symptom in seven cases 
and could be demonstrated in all of the six cases in 
which the patient was subjected to a neurological 
examination. Sphincteric disorders were present in 
eight cases. 

In five cases the physicians who had treated the 
patients earlier had had their attention focused on 
the presence of hemorrhoids. This is not only inter- 
esting, but suggestive. Moreover, oedema of the legs 
in two cases, while not an early sign, and varicose 
veins of the legs in one case attest to rather frequent 
interference with the local circulation. 

The most valuable examination in these cases was 
digital exploration of the pelvis through the rectum. 
In nine cases a tumor could be palpated. The authors 
call attention to the importance of examining the 
hollow of the sacrum. They state that too frequently 
the interest of the examiner leads him to limit pal 
pation to the prostate gland and that when this is 
done even a large sacral tumor may easily escape 
recognition. 

In four of the authors’ cases roentgenograms 
showed evidence of destruction of the sacral verte 
bra suggesting the presence of a malignant growth. 
In five, the roentgenographic report was negative. 
The authors believe that the incidence of negative 
findings would probably have been lower if recent 
improvements in the roentgenological technique had 
been known at the time the examinations were made. 
No picture diagnostic of chordoma as distinguished 
from other malignant tumors could be established. 
Studies with 40 per cent iodized poppy-seed oil in the 
cases of suspected sacrococcygeal chordoma may 
yield diagnostic information before routine roentgen- 
ograms become positive. 

The duration of the illness in the reviewed cases 
ranged from eight months to eleven years. One 
patient was alive and in apparently good health 
nine years after the operation. In the case of one 
patient who is still living the operation was per- 
formed only a year ago. Eight of the patients are 
dead. 

As in cephalic cases, a pre-operative diagnosis of 
chordoma apparently can be made only by biopsy. 
In one case the diagnosis was made in this way before 
the patient came to the Mayo Clinic. In only one 
case, seen in 1926, was the possibility of a notochord 
tumor entered on the records. This diagnosis was 
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made by Plummer. The situation of the pain, which 
is usually lower than that associated with other 
caudal tumors such as ependymal gliomata, the 
tenderness, the high and early occurrence of perianal 
anzsthesia, and the sphincteric disorders are note- 
worthy. 

The observations made in a study of ten cases of 
sacrococcygeal chordoma showing wide histological 
variation have led to the conclusion that notochordal 
tumors, although they may resemble either epithe- 
lial or mesodermal neoplasms, have specific charac- 
teristics by which they may be distinguished. 
Briefly, these are: (1) the formation of intracellular 
and extracellular mucus; (2) the presence of physa- 
liphorous or huge vacuolated mucus-containing cells; 
(3) a lobular arrangement of the tumor cells, which 
usually grow in cords; (4) the occasional occurrence 
of vacuolation of the nuclei; and (5) close resem- 
blance to notochordal tissue as seen in the nuclei 
pulposi of the intervertebral disks. 

In most cases of sacral chordoma complete re- 
moval of the tumor is impossible as it would require 
removal of the entire sacrum. However, much can 
be accomplished to alleviate pain, retard the growth 
of the tumor, and control the neurological symptoms 
by operative measures and radiotherapy. 

In all but one of the cases reviewed the treatment 
was about the same, namely, as complete surgical 
removal as possible followed by roentgen therapy. 
In one instance only biopsy was performed before 
the roentgen therapy. Operative measures are em- 
ployed with the hope of relieving pain and retarding 
the growth of the tumor. 

When the tumor is extremely vascular, irradiation 
undoubtedly retards its invasion of the surrounding 
tissues, but when the tumor is cartilaginous irradia- 
tion is of little value. 

Surgical resection of the tumor, decompression of 
the sacrum, and high-voltage roentgen therapy 
relieve pain, retard the growth of the tumor, and 
prolong life. 


PERIPHERAL NERVES 


Sarroste: Isolated Tumors of the Peripheral Nerves 
Les tumeurs isolées des nerfs périphériques). Rev. 

de chir., 1934, 53: 608. 
The author reports four cases of isolated tumors 
of the peripheral nerves. He gives a historical review 


of the various theories regarding the pathogenesis of 
such tumors and their classification as peripheral 
gliomata, neuromata, neurofibromata, and_peri- 
neural fibroblastomata 

A review of the literature showed that the clinical 
history of these tumors is more or less uniform. 
Trauma is considered a secondary etiological factor. 
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In 63 per cent of the cases reported in the literature 
a nerve of the arm was involved. The tumors grow 
slowly and usually develop in the region of an articu 
lation or where a nerve pierces an intermuscular 
septum. They are attached only to the nerve and 
are movable. The chief subjective symptom is pain, 
especially on movement of the extremity. Motor 
weakness is unusual although fatigability of the 
extremity may be noted. The tumors are usuall) 
discovered by chance, and when first seen by <a 
physician are usually the size of a walnut. 

In the differential diagnosis it is necessary to rule 
out tumors of the skin and subcutaneous tissues, 
muscle, and bone; synovial cysts; chronic adenop 
athies; aneurisms; malignant tumors of nerves; and 
von Recklinghausen’s disease. 

The four tumors reported by the author wer 
classified as gliomata. They were all encapsulated 
They presented a myxomatous structure and cystic 
degeneration. On microscopic examination the, 
were found to be made up of two types of tissue 
(1) a compact mass of fusiform cells with a fine, 
regular fibrillary structure, and (2) a loose reticula: 
mass of branching stellate cells. The author states 
that such tumors are formed from the sheath of 
Schwann and are of ectodermal origin. They do not 
contain nerve elements, and bear only a slight rela 
tionship to certain comparable tumors of the centra!| 
nervous system. 

As treatment, Sarroste recommends: (1) enuclea 
tion, when possible, or (2) resection of the tumor and 
nerve. The latter procedure should be reserved fo: 
the less important nerves. 0. W. Jones, Jr., M.D. 


Grenet, H., Ducroquet, R., Isaac-Georges, P., and 
Macé, M.: Neurofibromatosis with Cutaneous 
and Bony Changes (I’orma fruste pigmentaire c! 
osseuse de la neurofibromatose). Presse méd., Par 
1934, 42: 2000. 


Bone lesions have not generally received sufficient 
attention as an essential part of the condition known 
as von Recklinghausen’s disease. A review of the 
literature shows that children with skeletal anomalies 
often have coffee-colored marks on the skin identical 
with those found in von Recklinghausen’s disease 
although there may be no neuromata or cutaneous 
tumors. 

Some individuals with von Recklinghausen’s dis 
ease present various anomalies of a congenital typ: 
such as dislocation of the hip and spina bifida. Ther 
is also a group showing bony dystrophies resembling 
osteomalacia. As the result of this condition de 
formities of the spine, face, head, or thorax may be 
present, spontaneous fractures may occur, and a 
decrease in the density of the bones is shown by 
roentgen examination. Marsu W. Poorer, M.D. 
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CHEST WALL AND BREAST 


Lepper, E. H., and Baker, A. H.: Diffuse Intraduct 
Carcinoma of the Breast. Brit. J. Surg., 1935, 22: 
415. 

The authors state that, according to Cheatle and 
Cutler, diffuse intraduct carcinoma is the most un- 
common of all forms of cancer of the breast. Its 
clinical features differ so widely from those of breast 
cancer by which the surgeon is generally guided that 
the diagnosis is easily missed even in macroscopic 
examination of the amputated breast. 

The average age of eleven patients with diffuse 
intraduct carcinoma whose cases are reviewed by the 
authors was forty-three years. Seven of the patients 
were married. Of five who had borne children, lacta- 
tion had been abnormal in two. The average age of 
seventeen patients with Paget’s disease was fifty- 
three years. In seven of the eleven cases of intraduct 
carcinoma there was a discharge from the nipple. 
In three cases the discharge was blood stained; in 
three cases it was serous; and in one case it was 
purulent. In all but one case palpation of the breast 
revealed the presence of a lump. In the majority 
the lump was described as indefinite. 

Macroscopic examination revealed no well-defined 
mass of carcinoma spreading into the surrounding 
tissue. The cut section of a large breast shows the 
ducts thickened and dilated, reproducing the normal 
breast pattern in an exaggerated degree. The small 
breast presents a honeycomb appearance because of 
the many small cysts formed by the dilated and dis- 
tended ducts. The yellow nodules of growth in some 
of the ducts suggest the term ‘“‘comedocarcinoma”’ 
employed by Ewing. 

In nine of the cases reported infiltration of the 
stroma could be detected by microscopic examina- 
tion in one or more areas although it was necessary 
to make microscopic sections of the whole breast. 
In all such cases there is an inflammatory reaction 
in the stroma with plasma cells and lymphocytes 
predominating. The presence of carcinomatous 
change in such widespread areas suggests a blood- 
borne stimulus, possibly of a hormonic nature. 

The reported series of cases represented all types 
of intraduct carcinoma from the type of low malig- 
nancy and slow growth with which Paget’s disease 
tends to be associated to the highly malignant type 
in which lymphatic permeation is a marked feature. 

GrorcE A. Cottett, M.D. 


Levin, I.: The Relative Value of Surgery, Radium, 
and Roentgen Therapy in Carcinoma of the 
Breast. Am. J. Roentgenol., 1935, 33: 59. 


The relative value of surgery and irradiation in 
the treatment of cancer varies with the different 
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types of cancer and the clinical behavior of each 
type. The mechanism of action of the two methods 
of treatment also bears a definite relation to these 
factors. Following a description of the growth of 
the lesion by infiltration and its extension by the 
formation of metastases, the author describes the 
mode of action of surgery and irradiation on these 
processes, calling attention to the limitations of each 
method and the desirability of combining the two 
methods. 

Reliable statistics indicate that only relatively a 
small percentage of patients treated by surgery 
alone remain well five years after the operation. 
Cases without involvement of lymph nodes or with 
involvement of only the axillary lymph nodes present 
the most favorable conditions for complete eradica 
tion of the lesion by surgery, but even in these there 
may be non-demonstrable extensions of the cancer. 
Postoperative irradiation is of distinct advantage. 
The number of patients who remain in good condi 
tion for five years or longer after treatment is much 
larger when surgery is supplemented by irradiation 
than when surgery is employed alone. 

Cases with involvement of the supraclavicular 
or infraclavicular lymph nodes represent a stage in 
which surgery cannot eradicate all of the tumor 
tissue. In such cases complete surgical removal of 
the main tumor mass is indicated as the sooner this 
is done the less will be the chance of the subsequent 
formation of distant metastases and the better will 
be the results of subsequent irradiation therapy. 

Cases in which the primary breast tumor is 
ulcerated or attached to the chest wall or both, and 
cases of local recurrence after mastectomy represent 
stages of the disease in which irradiation is the 
major procedure. In such cases irradiation always 
precedes surgery, and surgery is employed only 
occasionally. 

If, several weeks after irradiation, the ulcerated 
area is diminished in size and the tumor becomes 
freely movable over the chest wall though it remains 
large, surgery is indicated to remove the bulky 
tumor quickly and render the patient more com 
fortable. 

When a malignant tumor—either a second pri- 
mary tumor or a metastasis-—-develops in the other 
breast of a patient with cancer of one breast, sur 
gery is usually indicated if the patient’s condition 
is otherwise favorable and should be followed by 
radiotherapy. Apotpn Hartunc, M.D 


Hutchison, R. G.: Interstitial Radium Treatment 
of Carcinoma of the Breast. Brit. J. Surg., 1935, 

22: 465. 
Hutchison describes a technique for the implanta 
tion of radium needles in cancer of the breast which 
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he developed in cases which were definitely inoper- 
able. Its object is irradiation of the breast, the 
axilla, the supraclavicular region, and the medi- 
astinum. 

Into the breast Hutchison inserts needles in three 
planes paralle) with each other and superimposed to 
form a cone with its point at the nipple. The lower 
plane consists of needles inserted from the periphery 
of the breast, undercutting the breast itself at its 
base. These needles are parallel with each other— 
not arranged in the form of the spokes of a wheel. 
Their points therefore approach each other closely 
above and below, but not in the central portion 
underlying the nipple. The second plane consists of 
another group of needles inserted in the same man- 
ner but located halfway between the basal plane and 
the point of the breast, the nipple. Of necessity the 
points of these needles approach each other more 
closely than those of the needles in the deepest plane. 
The last and most superficial plane consists of a 
single radium needle inserted just beneath the areola 
at right angles to all the other needles. This final 
needle covers the region at the apex of the cone not 
already adequately covered by the deeper layers of 
the needles. The effect achieved is that of a cone 
of radio-active foci with a central zone adequately 
irradiated but not containing needles. 

In the axilla the author inserts needles from below 
upward in the anterior and posterior axillary folds, 
in the chest wall, and in the lateral axillary wall in 
close relationship to the great vessels where the lat- 
ter enter the upper arm. The general effect is that 
of a cylinder of needles in the four walls of the 
axilla. The apex of the axilla is covered by inserting 
two or three needles parallel with and just below 
the clavicle, pointing laterally; two or more needles 
from above downward, above and behind the clavicle 
into the apex of the axilla; and three needles from 
before backward tangential to the ribs just below 
the blood vessels. 

The supraclavicular area is irradiated by inserting 
three needles into the sternocleidomastoid muscle 
from its medial border lateralward and then intro- 
ducing three needles across the posterior triangle of 
the neck so that they almost but not quite meet the 
first three needles. In addition, a needle is inserted 
vertically across the heads of each of these two 
groups of needles (in the relation of the back of 
a comb to its teeth). 

The mediastinum is irradiated by introducing 
three gold seeds into the anterior mediastinum 
through each of the upper four intercostal spaces. 
The insertion is made obliquely at the edge of the 
sternum and under the edge of each of the adjacent 
ribs, one seed being deposited at each of these points. 

After all of the needles have been introduced 
stereoscopic roentgenograms are made to verify their 
distribution. The needles are left in position for 
seven days. The arm is placed in a suitable splint 
at right angles to the body. 

Fifty-three of the author's patients have been 
treated in this manner with gratifying results, but the 
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series is too small to warrant definite conclusions. 
J. DANIEL WILLeMs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Overholt, R. H., and Pilcher, L. S., 2nd: Changes in 
Venous Pressure After Thoracoplasty; Its Sig- 
nificance in Relation to the Extent of Rib Re- 
moval. J. Thoracic Surg., 1935, 4: 269. 


Estimations of venous pressure were made before 
and after operation in a series of cases in which 
thoracoplasty was done. The significant alterations 
of venous pressure found occurred on only one side 
or predominantly on one side. It is important to 
distinguish between unilateral elevation of the ve 
nous pressure which is of mechanical origin and gen- 
eralized elevation of the venous pressure which is of 
cardiac origin. As none of the cases showing uni 
lateral elevation of the venous pressure presented 
evidence of cardiac insufficiency, it was assumed 
that the venous disturbance was due to local me- 
chanical conditions resulting from the disease or 
brought about by the collapse procedure. 

In the cases with unilateral elevation of the ve- 
nous pressure before the operation the elevated 
pressure was corrected by the thoracoplasty. 

When the first stage of the operation is limited to 
the upper three or four ribs there is little likelihood 
of disturbing a normal pre-operative venous pressure. 

The resection of more than four ribs (completely 
or in long segments) frequently disturbs the venous 
return on the side operated upon. 

When the second-stage of thoracoplasty is per 
formed within two weeks after the first, an elevated 
venous pressure on the side operated upon may be 
expected. 

The authors were impressed with the relationship 
between postoperative elevated venous pressure and 
what was considered poor toleration to the amount 
of collapse. An elevated venous pressure has seemed 
to indicate an excessive degree of collapse. 

Knowledge of the condition of the venous circula 
tion obtained by measurement of the venous pressure 
has seemed to be of value as it has aided in the esti 
mation of the extent of rib removal which will insure 
a wide margin of safety during convalescence and 
it has been one of the factors convincing the authors 
that the second operation should not be done so 
soon after the first that the effect of both equals the 
effect of a too-extensive single operation. 

Jacos M. Mora, M.D. 


Fried, B. M.: Bronchiogenic Cancer Combined 
with Tuberculosis of the Lungs. Am. J. Cancer, 
1935, 23: 247. 

Fried reports thirteen cases in which both tuber 
culosis and cancer were present in the same lung. 
The patients were men ranging in age from forty- 
five to seventy-one years. In ten cases the tumor 
was on the left side and in three on the right side. 
The upper lobe was involved in eleven cases and the 
lower lobe in two. The neoplasms included five 
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cancers of the small round-cell variety, six squamous 
epithelial cancers, one keratinizing epidermoid carci- 
noma, and one adenocarcinoma. The tuberculous 
lesion was of the healing fibrotic type and apparently 
of long standing. Most of the patients had had a 
cough for a number of years. In two cases there had 
probably been a recent dissemination of the bacillary 
infection causing a slight exacerbation in which the 
advancing cancer may have played both a biological 
role by lowering the patient’s resistance and a 
mechanical réle. In some of the cases the malignant 
condition developed independently of the tubercu- 
lous disease, while in others it was engrafted on the 
old fibrotic infection. 

Two morbid conditions may be associated in the 
same organ in one of two ways. They may meet 
accidentally or one may play a réle in the causation 
of the other. The author’s cases presented both 
possibilities. 

As cancer is a debilitating disease it is occasionally 
complicated by an exacerbation of a pre-existing 
smoldering tuberculous process. It is noteworthy, 
however, that in a few of the reviewed cases in 
which active tuberculosis developed subsequent to 
carcinoma the infectious disease was confined to the 
lung involved by the tumor. It is possible that in 
these cases the release of the “immured”’ tubercle 
bacilli was due to immunological as well as mechani- 
cal factors. 

The problem of whether pulmonary tuberculosis 
may be responsible for the initiation of a primary 
carcinoma of the lung has been a subject of discus- 
sion. Some investigators have agreed that in many 
cases there has beenanetiological relationship between 
the two maladies, and the literature contains reports 
of cases of cancer originating in a tuberculous cavity 
or a tuberculous scar. However, careful study shows 
that cancer cells found in a tuberculous cavity had 
their origin in the bronchial wall and invaded the 
cavity secondarily. 

The author emphasizes that the possibility of 
malignant disease should be considered in the cases 
of all persons of middle age or older who are suffering 
from a chronic pulmonary affection with persistent 
symptoms, particularly when there has been a pro- 
gressive loss of weight and strength, and that the 
presence of pulmonary tuberculosis does not exclude 
the presence of a malignant process in the same lung. 

Josep K. Narat, M.D. 


Johns, E. P., and Sharpe, W. C.: Primary Pul- 
monary Sarcoma. Am. J. Cancer, 1935, 23: 45. 


The incidence of intrathoracic tumors shows an 
apparent increase which is much more rapid than 
can be explained by the general increase in the 
incidence of cancer and is probably due to better 
diagnostic methods and increased human longevity. 
It is evident, however, that the increase resulting 
from improvement in diagnosis is due to the more 
frequent recognition of pulmonary carcinoma. 
Primary sarcoma of the lungs still remains an 
obscure and comparatively rare condition. 
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The authors report a case of primary pulmonary 
sarcoma in a patient eighteen years of age who com- 
plained of a persistent cough, hemoptysis, and 
slight loss of weight. Physical examination revealed 
impairment of resonance over the upper right chest 
and widening of mediastinal dullness in the first and 
second right interspaces anteriorly and in the inter- 
scapular region on the right side posteriorly. Over 
the first and second interspaces anteriorly the 
breath sounds were bronchovesicular in type. The 
heart seemed to be slightly enlarged to the left, and 
a systolic murmur was heard about half way between 
the pulmonic and mitral areas. 

Repeated sputum tests were negative for acid- 
fast organisms. Stereoroentgenograms of the chest 
revealed a moderately dense, homogeneous circular, 
discrete deposit 2.5 in. in diameter occupying the 
inner half of the right first and second interspaces. 

Death occurred fifteen months after the onset of 
the symptoms. 

At autopsy, the right pleural cavity was found 
practically obliterated by firm fibrous adhesions 
and it was impossible to remove the right lung 
intact. On removal, the lung was discovered to be 
replaced almost entirely by a crumbly, grayish- 
white, hamorrhagic tumor mass. Only a narrow 
rim of atelectatic lung tissue was seen about the 
margin of the new growth. The tumor was very 
friable and broke off readily into large, soft, trans 
lucent, grayish-white masses. Throughout, it 
showed extensive hemorrhage. Its central portion 
appeared to be cystic and filled with blood clot and 
necrotic tissue. Medially, it could be traced into 
and along the right main bronchus to a point about 
1.5 cm. above the bifurcation of the trachea. The 
right bronchus was entirely occluded, and the growth 
encroached on the opening of the left main bronchus. 
The tumor was not attached to the bronchial mu 
cosa; it appeared to be growing along the lumen of 
the bronchus. It occupied also the lumen of the 
right pulmonary vein and extended along this 
structure into the left auricle. The left auricle was 
practically filled by a firm, brownish-red, oval mass 
of tumor measuring about 4 by 2 cm. The tumor 
lay free in the auricle, but appeared to have invaded 
the intimal lining of the vein. There was definite 
obstruction of the auriculoventricular valve. The 
left lung presented a number of small, firm, discrete 
nodules, the largest of which was about 4 mm. in 
diameter. The liver appeared normal externally, but 
on section presented several small nodules, the 
largest of which was about 5 mm. in diameter. 

On microscopic examination the tumor was found 
to be extremely cellular and composed of round and 
spindle cells. 

Exclusive of pulmonary lymphosarcoma, which 
is not regarded as primary in the lung, pulmonary 
sarcomata are usually classified on a morphological 
basis into two groups—spindle-cell sarcomata and 
round-cell sarcomata. The spindle-cell sarcoma, the 
more common type, occurs as a circumscribed tumor 
in elderly persons. It usually grows slowly and 
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without the formation of metastases. The round- 
cell sarcoma, a very cellular tumor composed of 
large or small round cells, occurs in young persons 
and progresses rapidly. It is apt to be accompanied 
by hemorrhage and necrosis, but shows little tend- 
ency to metastasize. 

The tumor described by the authors presented 
points of resemblance to both types. Histologically, 
the two types of cells are quite similar and un- 
doubtedly have their origin in a common progenitor. 
The variation in the cells is due to stages in the 
differentiation of the original cell type, the spindle 
cell being the more mature form. This interpretation 
suggests that the morphological classification repre- 
sents only a superficial difference in the various 
sarcomata of the lung, and that primary pulmonary 
sarcomata composed of round cells and those com- 
posed of spindle cells arise from a common cell 
type, the variation in cells being due to stages in 
the differentiation of the primitive mesenchymal 
cell. 

By some, the septal cells are believed to belong 
to the reticulo-endothelial system. This conception 
of the mesodermal origin of the septal cells makes it 
easier to understand the development of sarcoma 
from the pulmonary alveoli and suggests a possible 
source for the tumor in the case reported. 

Josepu K. Narat, M.D. 


HEART AND PERICARDIUM 


Bernabeo, E.: The Experimental Pathological 
Anatomy of Pericarditis (Anatomia patologica 
sperimentale delle pericarditi). Arch. ital. di chir., 
1934, 13: 1033. 

Following a review of the characteristics of the 
twelve types of pericarditis which have been dis- 
tinguished on a pathologico-anatomical or etio- 
pathogenic basis, the author reports experiments 
which he carried out on dogs to study the successive 
stages of the development of the condition and the 
effect of the pericarditis on the myocardium. The 
pericarditis was produced in the experimental ani- 
mals by injecting Dakin’s solution into the peri- 
cardium, and its development was followed by roent- 
gen examination. From thirty to one hundred and 
twenty days after the injection the animals were 
killed and the pericardium and myocardium exam- 
ined macroscopically and microscopically. 

In discussing the results of these experiments 
Bernabeo calls attention to the difficulty of compar- 
ing the artificially produced aseptic inflammatory 
lesions with those occurring in clinical cases as the 
result of infection. The severity of the changes in 
the pericardium and myocardium were found to be 
roughly proportional to the concentration of the 
solution injected, and the myocardial damage varied 
in degree with the pericardial injury. From his find- 
ings the author concludes that in the surgery of the 
pericardium a clinical estimate of the condition of 
the myocardium is of the greatest importance 

EUGENE T. Leppy, M.D. 





INTERNATIONAL ABSTRACT OF SURGERY 


(2SOPHAGUS AND MEDIASTINUM 
Perslow, O.: Swallowed Foreign Bodies (Uebe: 
verschluckte Fremdkoerper). Acta chirurg. Scand., 
1935, 76: 63. 

The author reviews 225 cases of swallowed foreign 
bodies which were treated in 7 large Swedish Hos 
pitals during the period from 1910 to 1929. In all, 
the clinical diagnosis was proved by spontaneous 
evacuation, operation, or roentgen examination. The 
unreliability of the history is emphasized. The cases 
are classified according to the nature of the object 
swallowed. The author states that the majority of 
swallowed objects are evacuated spontaneously with 
out causing the slightest trouble or discomfort. Such 
is the case when the object is round. Spontaneous 
evacuation may be expected also in the case of ob 
jects which are pointed at one end only, such as 
ordinary pins, safety pins, thumb tacks, nails, and 
screws. On the other hand, experience shows that 
objects which are pointed at both ends (such as 
needles) readily become fixed and give rise to severe 
complications. Perslow therefore believes that pa 
tients who have swallowed an object which is pointed 
at both ends should be kept under very careful ob- 
servation in a hospital, whereas those who have 
swallowed objects of other types may usually be 
kept under observation as out-patients. He regards 
roentgen examination as essential to determine the 
nature of the swallowed object. He emphasizes that 
reliance should never be placed on the history alone. 

In a considerable number of the cases reviewed 
operation (usually gastrotomy) was done to remove 
the foreign body, but the author believes that in most 
of them it was not indicated as there were no symp 
toms or signs of ill-effects. Operation was necessary 
to save life in only a few cases. The reason for most 
of the early operations seems to have been the fear 
that spontaneous evacuation would not occur. 

The author reports 3 cases in which the foreign 
body became lodged in the cesophagus and its extrac 
tion by cesophagoscopy was out of the question. By 
means of a soft stomach tube the foreign body was 
pushed down into the stomach for evacuation by 
way of the intestines. 

Finally Perslow reports in detail four cases of 
foreign bodies lodged in the lowest portion of the 
cesophagus in which repeated attempts at extraction 
by cesophagoscopy were unsuccessful. In all of these 
cases the foreign body was removed by laparotomy. 
The stomach was opened sufficiently to allow the 
whole hand to be introduced and the foreign body 
brought out through the cardia by means of a long 
pair of forceps. 

In the author’s opinion most cases of swallowed 
foreign body should be treated expectantly by the 
administration of bulky foods and restriction of 
fluids. If possible, the passage of the foreign body 
should be followed by roentgen examination. If the 
foreign body tends to remain in the stomach, the 
patient should be put to bed on his right side. If it 
remains in the cecum, its onward passage is best 
furthered by raising the foot of the bed. 




















The author warns against giving laxatives. In his 
opinion operation is not indicated unless intestinal 
symptoms or symptoms of peritonitis appear or until 
repeated roentgen examinations have shown the 
foreign body to be impacted. A roentgen examina- 
tion should be made immediately before the opera- 
tion. 


Austoni, A.: Cicatricial Stenosis of the sophagus; 
Indications for and Late Results of Its Treat- 
ment (Stenosi cicatriziali dell’esofago; nuovo con- 
tributo all’indirizzo di cura e sugli esiti a distanza). 
Clin. chir., 1934, 10: 1206. 


Austoni, Chief Surgeon of the Municipal Hospital 
of Verona, reports in detail a case of cicatricial 
stenosis of the cesophagus of long standing in which, 
after other methods of treatment had failed, retro- 
grade dilatation with a sound produced a clinical 
cure. He discusses also six cases in which a good 
result was obtained by the same procedure from ten 
to twenty years ago. He emphasizes that in even 
very severe cases, retrograde dilatation may result 
in a permanent cure if it is carried out far enough 
(to at least the passage of a No. 34 dilator) and is 
continued until there is no further tendency of the 
stenosis to contract. As many cicatricial stenoses 
have a tendency to become recanalized spontane- 
ously to a degree sufficient for the passage of a thread 
attached to a dilator, the surgeon should not be too 
hasty in concluding that a given stenosis cannot be 
dilated. Austoni has found retrograde dilatation 
safer and generally more satisfactory than other 
methods of treatment. He shows its results in two 
cases by roentgenograms. He is of the opinion that 
in all cases of lye burns of the oesophagus early retro- 
grade intubation of the cesophagus is advisable to 
prevent cicatricial stenosis or to facilitate treatment 
of that condition in the initial stages. 

EuGENE T. Leppy, M.D. 


Incze, J.: A Case of Primary Tuberculosis of the 
(Esophagus (Fin Fall von primaerer Speiseroehren- 
tuberkulose). Arch. f. path. Anat., 1934, 293: 540. 


Tuberculous disease of the oesophagus is ex- 
tremely rare. It is usually the result of implantation 
of the infection following an erosion, encroachment 
from the surroundings, or hematogenic or lympho- 
genic infection. Primary tuberculosis of the cesopha- 
gus has never been reported heretofore. 

The case of primary tuberculosis of the oesophagus 
reported by the author was that of an idiot boy ten 
years of age who, twenty months before his death, 
swallowed caustic soda and developed a stricture of 
the oesophagus. For a time he was nourished 
through a gastric fistula. After dilatation of the 
stricture the fistula was closed. Death resulted from 
miliary tuberculosis. 

Autopsy revealed, in addition to miliary tuber- 
culosis, two constrictions of the oesophagus, one 
posterior to the cricoid cartilage and the other at 
the level of the bifurcation. Between the two stric- 
tures the lumen was somewhat dilated and the 
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mucosa entirely denuded of epithelium. The entire 
thickness of the wall of the cesophagus was infil- 
trated with tuberculous nodes varying in size. from 
that of a millet seed to that of a pea. Some of the 
nodes were caseous. In the connective tissue around 
the oesophagus in this region were large lymph 
nodes, some of which were entirely caseous. In the 
other organs only miliary tubercles were found. It 
was apparent, therefore, that the tuberculosis devel- 
oped first in the oesophagus in the region of an 
epithelial defect produced by the action of the 
caustic soda and that the miliary tuberculosis was 
secondary. (SALZER). Louis NEuWELT, M.D. 


MISCELLANEOUS 


Dunhill, Sir T.: Diaphragmatic Hernia. Brit. J. 
Surg., 1935) 22: 475- 

Dunhill reviews twenty-five cases of diaphrag- 
matichernia. Ineleven, the cesophagus was of normal 
length and a part or all of one or more abdominal 
organs was herniated into the thoracic cavity. In 
the fourteen others the cesophagus was congenitally 
short and a portion of the stomach was in the 
thorax. Of the eleven patients with an cesophagus of 
normal length, eight were carefully investigated 
clinically and roentgenologically and finally operated 
upon. The fourteen patients with a short oesophagus 
were studied less completely as most of them were 
not treated surgically. 

The cases were classified according to the site at 
which the abdominal organ or organs entered the 
thorax. As none of the hernia had followed a known 
injury, they were all assumed to be of congenital 
origin. The sites of the hernial orifices were as 
follows: retrosternal region, one case; left dome, two 
cases; costovertebral region, three cases; and 
cesophageal region, nineteen cases. The cases in 
which the hernial orifice was in the oesophageal 
region included three of hernia diaphragmatica 
transversa, two of para-cesophageal hernia, and four 
teen of short oesophagus. 

In the case of hernia through the retrosternal at- 
tachment of the diaphragm a barium meal or an 
enema showed the termination of the ileum, the 
cecum, the appendix, the ascending colon and the 
transverse colon in the thorax. There was no splenic 
flexure; on leaving the thorax the colon descended 
directly to the left iliac fossa. The cesophagus en- 
tered the abdomen in the normal position, posterior 
to the pericardium, while the herniated viscera 
entered the thorax anteriorly immediately behind 
the lower end of the sternum. The sac and its con- 
tents occupied the anterior mediastinum, resting 
against the pericardium and pleura on the left and 
displacing the right pleura and lung backward and 
to the right. 

In the cases of hernia through the left dome of the 
diaphragm the herniation was actually through the 
substance of the diaphragm—not through any of 
the natural openings. Roentgenograms showed the 
cardia and the pyloric portion of the stomach in the 
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abdomen, but a large portion of the middle of the 
stomach in the left thorax, displacing the mediasti- 
num, pericardium, and heart to the right. At 
operation no peritoneal sac was found. Dense ad- 
hesions bound the stomach to the margins of the 
orifice and to the compressed lung. The stomach was 
rotated on its axis, and the spleen was above the 
diaphragm. The stomach was greatly dilated and 
filled with gas. Deflation was necessary before it 
could be replaced in the abdomen. Gastrostomy 
was done to give temporary exit to its gaseous con- 
tents and relieve the patient of postoperative 
discomfort. 

Roentgenological examination of the herniz 
through the costovertebral angle showed: (1) a por- 
tion of the stomach and transverse colon in the left 
thorax; (2) the whole stomach, including both 
orifices, in the thorax; and (3) the stomach angulated 
over the edge of the diaphragm. The author states 
in each of these three cases the hernia was due to 
congenital absence of the left crus and the muscular 
fibers continuous with it. In one of the cases both 
crura were absent, the diaphragm having no 
posterior attachment in the region of the vertebral 
column. 

Herniz in the region of the oesophagus are of the 
following three entirely different anatomical types: 

1. Hernia transversa diaphragmatica. This is due 
to non-development of the diaphragmatic crura. It 
is not a para-cesophageal hernia occurring through 
the hiatus. There is a gap between a well-defined 
and perfectly free posterior margin of the diaphragm 
which bounds the sac anteriorly and the vertebral 
column and the adjoining parts of the paravertebral 
grooves which bound it posteriorly. Through this 
gap the peritoneal sac ascends into the posterior 
mediastinum. The defect is therefore behind the 
incomplete diaphragm. 

2. Para-cesophageal hernia. In this condition the 
hiatus is present but dilated. The hernial sac passes 
up through the hiatus lying beside the cesophagus. 

3. Hernia associated with a congenitally short 
esophagus. In this condition the cardia and a 
portion of the stomach are situated within the 
thorax. The herniated portion of the stomach is 
surrounded by a peritoneal sac, so that a true hernia 
exists. The stomach is the shape of an hourglass, the 
cardiac loculus being within the thorax and the 
pyloric loculus within the abdomen. 

In diaphragmatic hernia the symptoms simulate 
those due to gall stones. J. DaNreL WILLEMs, M.D. 


Forty, F.: Congenital Hernia Through the Right 
Dome of the Diaphragm. Brit. J. Surg., 1935, 22: 
500. 

The author reports a case of acute intestinal ob- 
struction in a man seventy years old which was 
caused by a hernia in the right dome of the dia- 
phragm, the rarest site of diaphragmatic herniz. 

The patient complained of constipation of six 
days’ duration. Before the development of this con- 
dition, bowel action had always been regular. The 
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constipation was accompanied by general abdominal 
pain, frequent vomiting, and hiccoughing. Many 
years previously the patient had been kicked in the 
chest when he fell from a horse. On examination, he 
seemed in good general health. The abdomen was 
apparently distended and generally tender, and con 
tained free fluid. At operation, the free fluid was 
found to be blood-stained and the entire small intes 
tine distended and congested. On investigation, a 
circular opening was felt in the right dome of the 
diaphragm. Through this opening approximately 
the last 3 ft. of the small intestine had passed into 
the right pleural cavity, this accounting for the 
development of the intestinal obstruction. The 
appendix had pushed up through the opening along 
with the intestine. The cecum lay immediately 
below the diaphragm. 

The patient died a few hours after the operation, 
apparently of paralytic ileus. On postmortem exam- 
ination an almost circular opening 214 in. in diameter 
was found in the right dome of the diaphragm imme- 
diately to the right of the pericardium. Posteriorly 
this opening was bounded by the right leaf of the 
central tendon. Anteriorly and laterally the costal 
muscle fibers of the diaphragm ended in its margin. 
The pleural and peritoneal cavities communicated 
freely through the opening. No hernial sac was 
present. The pleural and peritoneal serous mem 
branes were continuous over the margin of the open- 
ing which was perfectly smooth and free from ad 
hesions. J. Dantet WILLEMs, M.D. 


Truesdale, P. E.: Diaphragmatic Hernia at the 
(Esophageal Hiatus, the Short Msophagus, 
and Thoracic Stomach. New England J. Med., 
1935, 212: 240. 

The author reports the fourth of a series of six 
cases of diaphragmatic hernia at the cesophageal 
hiatus in adults. He calls attention to the similarity 
of the symptoms to those of angina pectoris. In re 
pairing these hernia he has found the transthoracic 
approach best because: (1) it is easier to cut down 
on a hernia than to pull it from within, (2) adhesions 
which usually form between the hernial sac and the 
thoracic viscera are visible, and (3) the hernial sac 
can be removed or plicated. 

From a study of the reported cases of congenital 
short oesophagus and thoracic stomach and of the 
embryology of the oesophagus, diaphragm, and 
stomach, he concludes that the length of the cesoph- 
agus is dependent upon the traction of the stomach 
downward. In the normal position the stomach is 
pulled down by the liver, transverse colon, and 
omentum. This traction is transmitted to the 
cesophagus and lengthens it. When it is absent the 
cesophagus remains short. Very frequently there is 
a congenital enlargment of the oesophageal hiatus. 

On the basis of these facts and the findings of his 
anatomical dissections and operations, Truesdale 
advances a new theory regarding the origin of 
“congenital short cesophagus”’ and thoracic stom- 


ach. According to this theory, the thoracic stomach 

















is the result of herniation through a congenital 
enlargement of the cesophageal hiatus and may 
occur at any time after birth. If the hiatus closes 
before the stomach returns to the abdomen the 
stomach remains in the chest and establishes itself 
behind the pericardium. This causes a slight slack 
in the oesophagus which is taken up by future 
growth. However, continuous traction on the 
cesophagus is lacking and the oesophagus remains 
short. SAMUEL PERLOw, M.D. 


Rigler, L. G., and Eneboe, J. B.: The Incidence of 
Hiatus Hernia in Pregnant Women and Its 
Significance. J. Thoracic Surg., 1935, 4: 262. 


A roentgen examination of the stomach was made 
in the cases of 195 women in the third trimester of 
pregnancy. A small hernia through the cesophageal 
hiatus was found in 12.1 per cent of the entire num- 
ber and 18.1 per cent of the multipare. In 7 cases 
the hernia was not demonstrable after parturition. 
There was no definite correlation of symptoms with 
the hernia. Increased intra-abdominal pressure such 
as is produced by pregnancy, especially when re- 
peated, appears to be an exciting cause ior the for- 
mation of cesophageal hiatus hernia, even in young 
Jacos M. Mora, M.D. 


women. 
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Andrus, W. DeW.: Report of the Chest-Tumor 
Registry. J. Thoracic Surg., 1935, 4: 236. 

At the present time the Chest-Tumor Registry 
contains records of 155 cases of chest tumors. ‘These 
cover a wide variety of neoplasms and have been 
submitted from 28 clinics. In addition, roentgeno 
grams made in 22 cases, photographs made in 16 
cases, microscopic sections of 36 neoplasms, and 
tissue from 3 tumors are included in the files. ‘This 
report deals with the 117 cases in which the diagnosis 
was definitely confirmed by biopsy, autopsy, or 
operative removal of the tumor. The remaining 38 
cases were those in which the diagnosis was un 
proved and a few cases of metastatic tumors. 

The types of tumor and the number of each type 
are as follows: primary carcinoma of the lung, 64; 
sarcoma of the chest wall, 16; lipoma of the mediasti 
num, 3; intrathoracic ganglioneuroma, 2; osteoma 
of the ribs, 2; echinococcus cyst of the lung, 1; sar- 
coma of the pleura, 1; sarcoma of the mediastinum, 
7; mediastinal Hodgkin’s disease, 2; myxoma of the 
mediastinum, 1; carcinoma of the mediastinum, 1; 
cysts of the lung, 2; pleural endothelioma, 4; sar 
coma of the lung, 4; and dermoid cyst of the medi 
astinum, 7. A brief review of the various lesions is 
presented. Jacon M. Mora, M.D. 
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GASTRO-INTESTINAL TRACT 
Norinder, E.: Complications of Foreign Bodies in 
the Stomach (Zur Kenntnis der Komplikationen 
bei Fremdkoerpern im Magen). Acta chirurg. 
Scand., 1935, 76: 136. 

The author reports a case with a septic clinical 
picture caused by a swallowed fish bone. After slow 
perforation of the stomach wall and healing of the 
sinus, the fish bone remained stationary in a chronic 
abscess surrounded by perigastritic fibrous tissue. 
Secondary infection then developed in the liver 
where, through acute flaring up of the process, pro- 
gressive multiple abscesses were formed. One of the 
abscesses broke through the diaphragm and gave 
rise to a fibrous encapsulated empyema of the right 
pleura. 

This was a case of the rare perforation of a foreign 
body by the formation of a granulation tumor. 


Wright, G.: Collective Inquiry by the Fellows of 
the Association of Surgeons into Gastrojejunal 
Ulceration. Brit. J. Surg., 1935, 22: 433. 


The author states that the findings of this collec- 
tive inquiry regarding the incidence of gastrojejunal 
ulceration is extremely valuable despite the fact that 
of 5,964 patients operated upon for peptic ulcer, 
only 3,808 could be traced. 

Posterior gastrojejunostomy was performed on 
2,734 patients. Of the 1,730 who were traced, the 
presence of gastrojejunal ulceration was proved by 
operation in 70 (4.04 per cent) and diagnosed on the 
basis of symptoms in 77 (4.45 per cent). Gastro- 
jejunal ulceration was therefore demonstrated or 
suspected in a total of 8.49 per cent. 

Of 884 patients with gastric ulcer who were treated 
by posterior gastrojejunostomy, 507 were traced. 
Of the latter, the presence of gastrojejunal ulceration 
was proved by operation in 27 (5.32 per cent) and 
diagnosed on the basis of symptoms in 26 (5.13 per 
cent). Gastroduodenal ulceration was_ therefore 
demonstrated or proved in a total of 10.45 per cent. 

Of 85 traced patients who were treated by anterior 
gastrojejunostomy for duodenal ulcer, gastrojejunal 
lesions were demonstrated by operation in 6 (7.06 
per cent) and diagnosed on the basis of symptoms 
in 2 (2.35 percent). Their total incidence was there- 
fore 9.41 per cent. 

Of 25 traced patients who were treated for duo- 
denal ulcer by anterior gastrojejunostomy with 
entero-anastomosis, gastrojejunal lesions were dem- 
onstrated by operation in 24 per cent and diagnosed 
on the basis of symptoms in 4 per cent. The total 
incidence of these lesions in these patients was there- 
fore 28 per cent. 

Twenty-nine traced patients who were subjected 
to an anterior Polya operation with partial gastrec 


tomy for duodenal ulcer experienced no complica 
ting gastrojejunal lesions, but 13 others were not 
traced. Of 294 patients treated similarly for gastric 
ulcer, 199 were traced. Of the latter, gastrojejunal 
ulceration was proved in 1 (0.5 per cent). 

Of 77 patients subjected to a posterior Polya 
operation for duodenal ulcer, a roentgen diagnosis 
of gastrojejunal ulcer was made in the cases of 2 
(2.59) per cent. 

Of 38 traced patients who were subjected to a 
Billroth I operation for duodenal ulcer, a diagnosis 
of gastrojejunal ulcer was made on the basis of symp 
toms in the cases of 8 (21 per cent). Of 85 patients 
subjected to a Billroth I operation for gastric ulcer, 
gastrojejunal ulcers were demonstrated definitely 
in 2 (2.35 per cent) or diagnosed on the basis of 
symptoms in 1 (1.17 per cent). The total incidence 
of such ulcers in these patients was therefore 3.52 
per cent. 

It is of interest that of the 436 patients traced of 
the total of 644 who were treated for gastric carci 
noma, none developed secondary ulceration. 

The author concludes that secondary ulcer occurs 
in about 5 per cent of patients subjected to posterior 
gastrojejunostomy for duodenal ulcer. 

In the cases reviewed, anastomatic ulcers occurred 
285 times and jejunal ulcers 99 times. 

In the treatment of secondary ulcers local opera 
tions were frequently unsatisfactory. The results 
of undoing the gastro-enterostomy and restoring 
normal gastro-intestinal continuity were disappoint 
ing. While a cure was obtained in 20 per cent, 
further surgery was required in 12 per cent and the 
symptoms were unaltered in 14 per cent. The estab 
lishment of a new gastro-enterostomy was also un 
satisfactory, yielding good results in only 20 per 
cent of the cases. Gastrectomy resulted in cure in 
about 60 per cent, but the posterior Polya resection 
had a mortality of 20 per cent and the anterior Polya 
resection a mortality of 15.5 per cent. The results 
of the latter type of resection were less satisfactor) 
than those of the posterior type. 

When the general results of operative treatment 
of secondary ulceration were summarized they were 
also found discouraging. While at the first surgical 
attempt a reasonably good result was obtained in 
31 per cent of the cases, 16 per cent of the patients 
required further operation, almost as many died as 
result of the operation, and 12 patients died later as 
the result of ulceration. Of the 76 patients who have 
required further operation or operations up to the 
present time, 36 were restored to good or fair health. 
ro still have symptoms, 18 died, and 12 could not be 
traced. When the results in the cases requiring more 
than one surgical intervention are combined, it is 
found that reasonably good results were obtained in 
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39 per cent but symptoms were still present in 9 
per cent. Including operative deaths and deaths 
from secondary ulcers without surgery, the total 
number of deaths was 104. This means that 22.7 
per cent of the patients suffering from secondary 
ulceration are known to have died. The complica- 
tion of secondary ulceration is therefore disastrous. 
SAMUEL J. FocELson, M.D. 


Grilli, A.: A Contribution to the Clinical and 
Roentgenological Study of Postoperative Pep- 
tic Ulcer (Contributo allo studio clinico-radiologico 
dell’ulcera peptica post-operatoria). Radiol. med., 
1934, 21: 1361. 

The reported incidence of postoperative peptic 
ulcer varies from 1.4 per cent (Balfour) to 33 per 
cent (Berg). 

The lesion occurs far more frequently in males 
than in females and is most common between the 
thirtieth and fortieth years of age. It may occur 
immediately or many years after gastro-enterostomy, 
but the average period of time between the opera- 
tion and its development is from two to four years. 

It usually cccurs at the stoma of the anastomosis. 
It may be single or multiple. It has occurred after 
every type of gastro-enterostomy. Anatomically, 
the pathological changes are similar to those of gas- 
tric or duodenal ulcer. They may be limited to the 
mucosa, involve all of the coats, or perforate. Their 
pathogenesis has not been determined definitely, 
but their occurrence is undoubtedly favored by 
mechanical and traumatic factors such as irritation 
of the stoma by poorly digested food ‘during gastric 
contractions, the presence of silk sutures, trauma 
from stretching and pulling on the stoma by gastric 
and intestinal motility, nervous factors, modification 
of the blood supply to the stoma, a constitutional 
predisposition, foci of infection, and hyperacidity. 

Like the original lesion, the postoperative ulcer is 
manifested by pain occurring after eating and re- 
lieved by the ingestion of food. The pain usually 
occurs in the left side of the abdomen and may or 
may not radiate posteriorly or downward. Hamor- 
rhage is a frequent complication. 

The diagnosis is based upon the findings of careful 
roentgenological study. No one technique is appli- 
cable to all cases. Proper preparation of the patient 
isimportant The stomach must be empty in order 
that the mucosal folds may be visualized. The stoma 
is localized by following the convergence of the folds. 
The examination should be begun with a small aper- 
ture under the fluoroscope. With adequate compres- 
sion the niche as well as the form and size of the 
anastomosis and motor function may be shown. The 
best results are obtained with the patient erect be- 
cause this position usually eliminates false niches due 
to mucosal folds 

The author reports the roentgen findings in seven- 
teen cases of postoperative duodenal lesions. Two 
of the lesions were originally gastric. Eleven were 
ultimately confirmed by surgery. 

SAMUEL J. FocEtson, M.D. 
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Emery, E. S., Jr., and Monroe, R. T.: Peptic Ulcer: 
Nature and Treatment Based on a Study of 
1,435 Cases. Arch. Int. Med., 1935, 55: 271. 

This report, which is based on nearly 1,500 cases 
of peptic ulcer, is largely an evaluation of the results 
obtained after medical and surgical therapy. The 
conclusions drawn will afford valuable guidance to 
both the internist and the surgeon in the treatment of 
gastroduodenal ulcerative disease. Evidence pre 
sented shows that ulcer is a chronic disease, our 
present methods of treatment are merely palliative, 
and cure is probably rare. The aim of treatment 
should be not only cure of the ulcer but also preven 
tion of the appearance of other ulcers which are 
called “‘relapses.”’ 

The most important etiological factors in recur 
rence seem to be fatigue, emotions, and infection. 
While peptic ulcer rarely causes death or shortens 
life, it may be responsible for loss of time from work, 
it limits the range of the patient’s activity, and it 
necessitates a change in his mode of living and regu 
lation of his diet. 

Of the patients whose cases are reviewed, approx 
imately 81 per cent were definitely benefited by 
treatment, but of this 81 per cent only 32 per cent 
could be classified as cured. A table which compares 
the results of medical treatment with those of surgi 
cal treatment in 1,258 cases shows that surgical 
treatment was followed by continuous relief in a 
higher percentage of cases, but surgical failures were 
more than double medical failures and operation 
yielded a distinctly lower proportion of satisfactory 
results than medical treatment. It shows also that 
surgical intervention is just as unable to alter the 
course of peptic ulcer as medical treatment. ‘The 
explanation for the unsatisfactory results of surgery 
and the fact that all medical measures gave better 
results than surgical procedures seems to be that 
patients who were operated upon were not afforded, 
or refused to accept, as much attention to their 
general health and after-care as those treated medi 
cally. None of the operative procedures yielded a 
high degree of satisfactory results. Simple posterior 
gastro-enterostomy, the most common operation, 
was almost as effective as posterior gastro-enteros- 
tomy supplemented by excision of the ulcer. Pyloro- 
plasty was equally effective. Distinctly less favor- 
able results followed operations in which division 
(transection) of the pylorus or removal of the pylorus 
or some portion of the stomach was done in addition. 
In condemning radical surgery the authors say, 
“Removal of the antrum was proposed with the idea 
that the loss of its hormone would decrease the pro- 
duction of hydrochloric acid. Experience has shown 
this to be a mistake. Since the operation removes 
the part of the stomach which has an alkaline secre- 
tion, it should be abandoned.” 

To obtain successful results from surgical therapy 
the operation must be chosen to meet the require- 
ments of the particular case. It is advisable to in- 
form the patient of the nature of his disease. He should 
be told that although an ulcer does not seriously 
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threaten life and does not tend to progress in severity, 
it may interfere with his comfort and activity from 
time to time, and that while there is no known means 
of obtaining a permanent cure there are various 
conservative measures which can make him comfort- 
able and able to work efficiently. Most patients are 
already definitely convinced of the chronicity of 
their trouble before the physician sees them. When 
their fears have been confirmed and allayed they are 
transformed from a restless, dissatisfied group wan- 
dering from doctor to doctor to one which realizes 
the need for daily care, attention to hygiene, and 
occasional medical investigation. 

Cases of gastric ulcer are treated in much the same 
way as those of duodenal ulcer although they are 
more closely supervised. Such ulcers are, or become, 
malignant in only 5 per cent of the cases. If the 
case of gastric ulcer under strict hospital medical 
management does not show healing roentgenologi- 
cally after three weeks, immediate surgery is advis- 
able. A roentgen study should be made three and 
six months later and thereafter at least once a year. 

Hemorrhage is also treated conservatively. In 95 
per cent of the reviewed cases the bleeding stopped 
spontaneously. It is the task of the physician to pre- 
vent its recurrence. At present there is no way of 
saving the 5 per cent of patients who continue to 
bleed until death supervenes for it is only in this 
relatively small group that surgical intervention is 
justified and unfortunately there is no way of deter- 
mining which patients are going to belong in this 
group. The theory is prevalent that patients with 
ulcer are less likely to bleed after surgery than after 
medical therapy. Accordingly there is a tendency to 
advocate surgical intervention whenever a patient 
has had severe bleeding. The statistics presented do 
not lend any support to such a theory. Of 202 pa- 
tients treated medically, 19.3 per cent bled after the 
medical treatment during an average observation 
period of three and six-tenths years. Of 155 patients 
treated surgically, 17.4 per cent had another hemor- 
rhage within an average period of four and eight- 
tenths years. Even if a correction is made for the 
difference in the time of observation and allowance 
is made for a greater tendency to bleed in the surgical 
cases, it is still clear that surgical intervention does 
not prevent future hemorrhages any more than does 
medical treatment. 

Operation should be done only for definite pur- 
poses, namely, to close a perforation, to relieve a 
permanent obstruction of more than 4o per cent dis- 
closed by the fluoroscope six hours after a barium 
meal; and to overcome a hemorrhagic tendency. It 
is indicated also when there is a reasonable suspicion 
of carcinoma or malignant degeneration. The opera- 
tion of choice is that which accomplishes the specific 
purpose in view and causes minimal interference 
with the physiological action of the stomach. Sub- 
sequently the patient should be treated in the same 
way as patients with ulcer who have not been oper- 
ated upon. During the periods of hypersecretion the 
patient should be treated with particular care med- 





INTERNATIONAL ABSTRACT OF SURGERY 


ically; operation performed at such a time is dis 
astrous. SAMUEL J. FocELson, M.D. 


Ogilvie, W. H.: The Place of Surgery in the Treat- 
ment of Peptic Ulcer. Lancet, 1935, 228: 419. 


Although the operations devised for peptic ulcer 
are numerous, they all belong to one of the following 
three groups: (1) local excision of the ulcer with 
varying amounts of healthy tissue and preservation 
of gastro-intestinal continuity; (2) short circuiting 
operations; and (3) gastrectomies. 

The value of local excision of the ulcer is doubtful 
The ulcer which has been removed is replaced by a 
scar which is smoother than that of a healed ulcer, 
but longer. Nothing is done by local excision to 
counteract the cause of ulceration, and the deformity 
at the site of the excision adds the factor of mechani 
cal trauma. 

The chief short-circuiting operations are gastro 
duodenostomy and gastrojejunostomy. In both of 
these operations the attempt is made to overcome 
stasis and counteract acidity by making an anas 
tomosis between the stomach and small intestine 
These procedures do not diminish the secretion of 
acid, but they insure neutralization of the acid by 
allowing the free entry of alkaline juices into the 
stomach. Posterior gastro-enterostomy is best be 
cause it is safe and mechanically satisfactory. The 
resulting stoma is large and free from tension and 
adhesions to neighboring structures. It moves with 
the cortractions of its component parts and the 
neighboring organs. The operation can be performed 
with great ease by the experienced surgeon and is 
capable of giving brilliant results. 

The claim has been made that the various gastro 
duodenal anastomoses are more physiological than 
gastrojejunostomy because: (1) the new opening is 
at or near the pylorus, and (2) the gastric chyme 
passes into a part of the intestine which is accus 
tomed to an acid medium. However, those advanc 
ing ‘the first argument ignore the fact that the 
pylorus is a sphincter acting under reflex control, 
and no artificial opening, wherever placed, can 
assume its function. The second argument is un- 
supported because the rapidity with which food 
passes through the duodenum and the first few coils 
of the jejunum makes it extremely improbable that 
the reaction can differ in the two sites. Juxtapyloric 
operations are technically much inferior to gastro- 
jejunostomy. Hemorrhage and soiling mar their 
performance; the stoma is clumsy, fixed, and under 
tension because of local difficulties; and postopera 
tive leakage is not unknown. As might be expected, 
the late results are, on the average, inferior to those 
of the older and simpler form of anastomosis. 

Gastrectomy serves the following four purposes 
in the treatment of ulcer: 

1. It removes the ulcer itself when the lesion is 
in the stomach or the first part of the duodenum. 

2. It overcomes any stasis that may be present. 

3. It allows for neutralization of the gastric secre- 
tions by the intestinal juice. 
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4. It reduces acid production in proportion to the 
amount of acid-secreting surface removed. 

In a series of postmortem operations at Leeds on 
the bodies of patients who had undergone gastro- 
jejunostomy for duodenal ulcer from nine months to 
nineteen years before death, gastrojejunal ulcers 
were found in 22 out of 30. Their incidence was 
therefore 73 per cent. Of the last eighty-two of the 
author’s cases of duodenal ulcer, gastrojejunal or 
gastrojejunocolic ulcers occurred in seventeen (21 
per cent). A patient with a gastrojejunostomy may 
be comfortable, but he is never safe. Ogilvie be- 
lieves that ulceration at or near the stoma will 
eventually follow gastrojejunostomy performed for 
duodenal ulcer in at least 20 per cent of cases. 
Eventually another, always difficult, operation is 
required. It may be one of the most difficult in 
surgery with an average mortality of 19 per cent. 
Five per cent is assumed as the average mortality 
of gastrojejunostomy, but if 18 per cent of the sur- 
vivors develop jejunal ulceration which has an 
operative mortality of 22 per cent, the total death 
rate following gastro-enterostomy will eventually 
be 9 per cent. As a skilled surgeon will be able to 
reduce the operative mortality in cases of duodenal 
ulcer treated by gastrectomy to 5 per cent, the 
operation of choice which will give the most satis- 
factory results is therefore the “physiological 
gastrectomy.” SAMUEL J. Focetson, M.D. 


Vergoz, C., Ricard, E., and Homar, J.: Contusions 
and Ruptures of the Small Intestine in Closed 
Injuries of the Abdomen (Contusions et ruptures 
de Vintestin gréle au cours des traumatismes fermés 
de abdomen). Rev. de chir., Par., 1934, 53: 723. 

The authors review the literature on contusions 
and ruptures of the small intestine occurring in 
closed injuries of the abdomen and give the histories 
of ten cases, four their own and six reported by col- 
leagues. They find that such contusions and ruptures 
occur most often in the first part of the jejunum near 
the duodenojejunal angle and next most often in the 
terminal loop of the ileum near the ileocacal valve. 
The reason for their greater frequency at these sites 
is that the first part of the jejunum may be easily 
crushed against the spinal column and the terminal 
part of the ileum may be crushed against the promon- 
tory of the symphysis. 

Wounds of the intestine occurring in closed ab- 
dominal traumata may be simple contusions or rup- 
tures, single or multiple, incomplete or complete. 
They may be accompanied by lesions of the abdomi- 
nal wall, mesentery, liver, spleen, bladder, pancreas, 
or kidneys. Peritoneal haemorrhages may result from 
rupture of the mesenteric or mesocolic vascular 
arches or the omental vessels. Such hemorrhages 
are very copious. Haemorrhages occurring from the 
intestine in the absence of a mesenteric injury are 
less serious. 

Contusions of the abdomen do not necessarily re- 
quire surgical treatment. Mild contusions of the 
intestine may undergo spontaneous recovery. How- 
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ever, even cases of slight injury must be kept under 
careful observation in order that operation may be 
performed at the slightest sign of peritonitis. When 
there is any doubt, exploratory operation is indi- 
cated. Prehepatic tympany and a roentgenogram 
showing an abnormal subphrenic clear spot are 
decisive and in association with spontaneous or pro 
voked pain at a given spot are absolute indications 
for operation. 

At operation, the entire small intestine should be 
examined as there may be multiple lesions. If lesions 
are found they must be exteriorized and the peri 
toneal cavity dried as completely as possible. Simple 
ecchymoses may be buried by means of a purse 
string suture. It remains for the surgeon to decide 
whether the injury is serious enough to threaten 
secondary perforation. If there is any danger, the 
lesion may be buried, resected, or covered with a 
graft of omentum by Dambrin’s method. However, 
the authors believe that Dambrin’s method is indi- 
cated only in cases of superficial lesions. For cases 
of total transverse rupture, end-to-end enterorrhaphy 
seems to be the simplest and most rapid method. If 
there are multiple lesions the entire injured segment 
should be resected. Unless operation is performed 
within the first few hours it is advisable to establish 
free Mikulicz drainage of the pouch of Douglas. 
The gauze should not be left in contact with sutures 
as on removal of the sutures fistula may be estab 
lished. Radiating tears of the mesentery without 
involvement of important vessels may be simply 
sutured. If tears of the mesentery are not treated 
they may cause occlusion from hernia. When exten 
sive contusions of the mesentery and juxta-intestinal 
tears or disinsertions are found, the segment of 
intestine in which vitality is threatened should be 
resected even if the intestine is intact. Mesenteric 
lesions of the upper part of the intestine are more 
dangerous than those of the lower part. 

The mortality of these operations is high and 
increases with the length of time elapsing after the 
injury. Auprey Goss Morean, M.D. 


Ehnmark, E.: Intestinal Intussusception at Czcal 
Tumors. Acta chirurg. Scand., 1935, 76: 147. 


In the literature are described at least 132 cases 
of cecal tumor with intestinal intussusception. The 
author discusses particularly 34 which have been 
reported since 1912 and 7 from the Surgical Clinic 
of the University of Upsala. He describes the symp 
toms and the clinical variations of intussusception 
caused by cecal tumors, and discusses the diagnosis, 
especially the roentgen diagnosis. 

Since, of ro cacal cancers treated in the Upsala 
Clinic, 4 were certainly, and 1 was probably, asso 
ciated with intussusception, the author believes it 
justifiable to assume that intussusception is fairly 
common in this condition. 

In conclusion he emphasizes the importance of 
examining cases of cecal tumor with regard to intus 
susception, especially by roentgen examination. He 
states that, if possible, the roentgen examination 
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should be made during an attack of pain because at 
other times the intussusception is easily reduced and 
may therefore escape diagnosis. 


Wolfer, J. A.: Jejunostomy with Jejunal Alimen- 
tation. Ann. Surg., 1935, 101: 708. 

Up to within the last few years many attempts at 
jejunal alimentation were made, but most of them 
failed because of the use of an incorrect pabulum 
and a lack of understanding of gastro-intestinal 
physiology. The records show that as early as 1885 
jejunal alimentation was recommended and used for 
the treatment of carcinoma of the pylorus and atten- 
tion was called to the importance of placing the 
stomach and duodenum at rest in the presence of 
ulceration. In 1927 Henning made some interesting 
studies of the acid curve with jejunal alimentation 
in the presence of ulcer. He found that when a 
properly selected diet was used there was a marked 
decrease in the free and combined acid and in many 
instances the total gastric secretion was decreased. 
In an elaborate experimental investigation carried 
out in 1931, Scott and Ivy proved that a well- 
selected diet introduced into the jejunum would 
maintain an animal in a proper nutritional state for 
many months and prolong the latent period during 
which no acid was secreted. During a period of nine 
hours of continuous jejunal feeding no hunger con- 
tractions occurred. The gastric phase of gastric se- 
cretion was eliminated by withholding everything 
by mouth. The pabulum consisted of water, 3,000 
c.cm.; cane sugar, 150 gm.; peptone (dried), 100 gm.; 
wheat flour, 300 gm.; whole milk, 2,000 c.cm. and 
cream (20 per cent fat), 1,000 c.cm.; with sufficient 
salt to maintain the chloride balance and such vita- 
mins as are contained in cod-liver oil, viosterol, 
yeast, and citrous juices. The observations made in 
these experiments suggested that in the human being 
excessive acid secretion might be reduced by ade- 
quate jejunal alimentation and the stomach placed 
at rest by continuous jejunal feeding. 

In the procedure followed by the author a Witzel 
jejunostomy is used, the jejunal catheter is inserted 
at least 8 in. into the lumen of the jejunum, and the 
gut is fixed to the abdominal wall. The catheter is 
drawn through a stab wound on the left side of the 
abdomen or through the lower end of the laparotomy 
incision if the latter is made on the left side. 

Considerable care is necessary in jejunal feeding. 
The pabulum must be introduced slowly to simulate 
the emptying of the stomach. In the author’s cases 
it is given with a specially designed electrically driven 
pump which will deliver any quantity desired during 
a specific time. Three or four hours after the jeju- 
nostomy, water is slowly introduced, roo c.cm. or 
less being given per hour. The pabulum feedings are 
begun after twelve hours. The Ivy pabulum, modi- 
fied to meet the requirements of the individual case, 
is used. During the first twenty-four to forty-eight 
hours it is diluted with equal parts of water. Feed- 
ings are given every hour during the day and night. 
Each feeding requires from fifteen to thirty minutes, 


depending upon the amount, the time after jeju 

nostomy, and the response of the patient to the feed 

ing. Too large amounts administered too rapidly 
will be followed by cramps and diarrhoea. In some 
instances the fat content may be too high, causing 
bowel irritability, or the patient may not tolerate 
the amount of orange juice given. To determine the 
ideal diet the tolerance of the particular patient must 
be established. With care and patience it is possible 
to provide a well-balanced daily diet which will sup 

ply from 3,000 to 3,600 calories and vitamins to pre 

vent avitaminosis. 

The indications for jejunal alimentation are: 

1. Large ulcerations of the stomach which are not 
resectable. Jejunal alimentation favors healing of 
such ulcerations by placing the stomach at rest and 
abolishing acid gastric secretion. The author cites 
a case. 

2. Carcinoma of the stomach. The distressing 
symptoms, pain, hunger, and thirst due to the carci 
noma, can be controlled better by jejunal alimenta 
tion than by any other means. The author cites a 
case. 

3. Carcinoma of the lower end of the cesophagus. 
Jejunostomy is preferable to gastrostomy in this 
condition because it relieves the pain incident to the 
involvement of the cardia which is present in many 
cases. A case is reported. 

4. Duodenal ulcer with acute exacerbations asso 
ciated with excessive vomiting and marked nutri 
tional disturbance. Because of the persistent vomit- 
ing, the nutritional state of the patient becomes a 
vital problem. Morever, the large amounts of alka 
lies administered and the loss of chlorides incident to 
the vomiting often lead to alkalosis. In many cases 
the duodenal tube is prevented from passing through 
the pylorus by organic obstruction due to the ulcer 
or by spasm. In such cases jejunostomy affords a 
means of nourishing the patient and supplying min- 
erals and vitamins to maintain a proper nutritional 
and chemical balance and the physiological effect of 
jejunal feeding favors healing of the ulcer. A case 
report is cited. 

5. Gastrojejunal ulcer. Because of the critical 
condition of the majority of patients with gastro 
jejunal ulcer and the technical difficulties encoun 
tered at operation for this lesion, jejunal alimen 
tation is recommended to improve the patient’s 
nutritional state and allow the acute symptoms to 
subside so that operation may be carried out at a 
time when it is more likely to be successful. 

6. Complementary jejunostomy. Jejunal alimen- 
tation is indicated: (a) to control dehydration and 
starvation and associated chemical changes after 
gastro-enterostomy followed by persistent vomiting 
(a case is cited); (b) to provide the poorly nourished 
patient with sustenance and favor healing at the 
anastomosis after gastric resection; and (c) in mis- 
cellaneous cases in which, at the time of operation, 
it appears likely that persistent postoperative vom- 
iting will occur (a case of acute pancreatitis with 
fistula and evisceration is cited). 
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7. Linitis plastica. 

8. Excessive trauma to the stomach. 

g. Pernicious vomiting after gastro-enterostomy. 

1o. Extragastric or duodenal lesions associated 
with marked nutritional disturbances and excessive 
vomiting; pancreatitis; cases of long-continued 
drainage of the gall bladder or common duct with 
nutritional disturbances; and the pernicous vomiting 
of pregnancy. 

it. Selected cases of gastric and duodenal hemor- 
rhage. 


Gabriel, W. B., and Lloyd-Davies, O. V.: Colostomy. 
Brit. J. Surg., 1935, 22: §20. 


As a palliative operation in malignant disease of 
the rectum colostomy is of value chiefly because it 
relieves obstruction and, to a varying degree, im- 
portant and troublesome symptoms such as diar- 
rhoea, tenesmus, pain, bleeding, and discharge. 

In some cases, such as those with obstruction and 
a rectovaginal, rectovesical, or vesicocolic fistula, 
the relief is marked. In most cases the operation is 
followed for a varying number of months by definite 
improvement in the general as well as the local con- 
dition. This is to be accounted for by the patient’s 
ability to take a more normal diet, proper bowel 
evacuations, relief of the rectal irritability, and more 
regular sleep. Colostomy is therefore a valuable 
operation for the relief of inoperable rectal carci- 
noma. 

The benefits conferred by colostomy are most 
appreciable if the operation is done at a stage when 
the patient is still capable of general improvement 
and has time and courage to become adapted to a 
colostomy life. If it is not done until a late stage of 
the disease the operative risks are greatly increased 
as the patient is often in a poor state of health, 
undernourished, dehydrated, and worn out by loss 
of sleep from diarrhoea, tenesmus, and pain. The 
operative mortality in advanced cases is consider- 
ably greater than that in cases in which excision of 
the rectum is either planned or carried out as a 
second-stage operation. 

The causes of 79 operative deaths in 970 cases of 
colostomy studied were as follows: 


Cause of death Cases 
PRN eta anew Shion aad ues ae 
Pulmonary complications................... iI 
PUINONSTY EMDONUBM. 65 ices cc ceetceeson 2 
SUID ora ea.das Guinean suet eave yatsbns 12 
EO ea ee 9 
Mechanical obstruction................ Eee oe 
Toxemia from pre-operative obstruction........ 4 
Prolapse of the small intestine................ 9 
RoR aig antares arsine hacia xe are 6 
a fis ste eee ee ee 5 
Miscellaneous conditions.................. 4 oe 


rhe following late complications are known to 
have occurred after colostomy: 
_1. Stenosis. This is the most frequent complica- 
tion. It is due to the development of a contraction 
ring of fibrous tissue at the junction of the skin and 
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mucous membrane at the colostomy. The muscula- 
ture of the abdominal wall plays no part in its 
occurrence. 

2. Ventral hernia. This occurred in a small num- 
ber of cases, not exceeding 10 per cent of the total 
number, and was slightly more frequent after left 
iliac colostomies than colostomies in which the 
bowel was brought out through the left rectus. 

3. Spur retraction. This is an important compli- 
cation which results in complete dysfunction of the 
colostomy with the passage of faces into the distal 
colon and is often found in conjunction with stenosis, 
subcutaneous bulging, and ventral hernia. 

4. Prolapse. This is a rare complication. Like 
a rectal prolapse, a colostomy prolapse may be com 
plete (entire thickness of the colon) or incomplete 
(mucous membrane only). Usually it occurs from 
the upper opening, occasionally from the lower 
opening, and sometimes from both 

5. Fistula into the colon. This is probably due 
to the ligation of appendices epiploice containing 
diverticula. 

The authors describe an operative technique for 
colostomy an important feature of which is imme 
diate opening of the bowel. It is applicable both to 
cases with and cases without obstruction. It has 
considerably reduced the mortality and will prob 
ably prevent many of the late complications. 

SAMUEL Kaun, M.D. 


Stone, C. S., Jr.: Acute Appendicitis in Children. 
Arch. Surg., 1935. 30: 346. 

Stone reviews 258 cases of acute appendicitis in 
children in which the diagnosis was proved by opera- 
tion. The incidence of the condition reached a peak 
at the twelfth year of age and remained high during 
the following two years. The findings of this and 
similar studies indicate that there is a gradual in- 
crease in the frequency of acute appendicitis from 
infancy to adult life rather than a sharp increase at 
any one age period. 

Acute appendicitis was found to be most frequent 
in children in the months of June, July, and August. 
As gastro-intestinal disturbances are common at 
that time of the year, these conditions may be of 
importance in the etiology of the condition. 

A definite history of one or more previous attacks 
of acute appendicitis was given in 64 of the cases. 

The general clinical picture of the disease was 
found to be similar in children to that in adults. The 
distribution of cases in the 3 groups —Group 1, cases 
of acute appendicitis not ruptured; Group 2, cases of 
acute ruptured appendicitis, with localized peri 
tonitis or definite abscess formation; and Group 3, 
cases of ruptured acute appendicitis with no localiza- 
tion of the peritonitis—was essentially the same in 
the 2 periods of life. The mortality in Groups 1 and 
2 was the same in cases of children and adults, but 
in Group 3 the mortality in the cases of children was 
34 per cent whereas the mortality in the cases of 
adults was 16 per cent. This high figure in cases of 
Group 3 in children accounts largely for the differ- 
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ence in the total mortality, 7.75 per cent in children 
and 2.9 per cent in adults. 

The high mortality in children is due to the lower 
resistance of the young to peritoneal involvement. 
It is obvious that reduction of the mortality can be 
accomplished best by early diagnosis and removal 
of the appendix before involvement of the peri- 
toneum. SAMUEL Kaun, M.D. 


Drissen, E. M., and Zollinger, R.: Acute Tubercu- 
lous Appendicitis. Ann. Surg., 1935, 101: 740. 


Of 5,149 appendices examined at the Peter Bent 
Brigham Hospital, Boston, in the past twenty years, 
tuberculous appendicitis was found in 16 (0.3 per 
cent). Of the patients with tuberculous appendi- 
citis, 9 were females and 13 were between the ages of 
fifteen and thirty years. In 12, the condition was of 
the ulcerative type. Perforation of a tuberculous 
ulcer may be the cause of an appendiceal abscess. 
In 4 of the cases reviewed the tuberculosis was of the 
hyperplastic type. This type of lesion is most 
readily diagnosed at operation, often by macroscopic 
examination, and offers the best possibility for pre- 
operative diagnosis. The tumor is frequently palpa- 
ble abdominally. In some cases it may be mistaken 
at operation for malignancy. The consensus of 
opinion is against primary infection of the appendix 
by way of the blood stream. As the cacum is often 


involved, the appendix is generally believed to be- 
come infected by direct extension and by infected 
contents. 

The ulcerative or common type of tuberculous 
appendicitis usually shows no definite symptomatic 
pattern or distinguishing features to differentiate it 
from the ordinary acute or recurrent appendicitis. 


In 9 of the 12 reviewed cases of the ulcerative type 
the diagnosis of tuberculous appendicitis was not 
considered before operation. The cases in which a 
correct pre-operative diagnosis was made are re- 
ported in some detail. In the 4 cases of hyperplastic 
tuberculosis of the appendix the condition was not 
diagnosed pre-operatively and no other tuberculous 
focus was suggested by physical examination. There- 
fore in rr of the 16 cases the appendiceal lesion 
found at operation was the first evidence of tubercu- 
iosis discovered. 

In summarizing, the authors emphasize that the 
pre-operative diagnosis of tuberculosis of the ap- 
pendix seems to depend on the presence of at least 
2 of the following factors: (1) longer duration of 
the symptoms than in the average case of acute 
appendicitis without a fulminating course, (2) poor 
nutrition and loss of weight, (3) known tuberculosis, 
(4) diarrhoea, (5) failure of the temperature to rise 
above 1oo.5 degrees F., (6) absence of vomiting, and 
(7) the presence of a tumor in the right lower quad- 
rant of the abdomen. None of these is of any sig- 
nificance alone, but the presentation of several of 
them should suggest tuberculous appendicitis. 

Drainage was employed in five of the sixteen cases. 
Sinuses developed in two of the five cases in which 
primary drainage was employed and in one case in 


INTERNATIONAL ABSTRACT OF SURGERY 


which drainage was not established at operation. 
The prognosis was poor in both types of the condi 

tion, but perhaps better in the hyperplastic than in 
the ulcerative type. Of the eleven patients with the 
ulcerative type, only one remained well. The follow 

up information obtained in five cases operated upon 
recently was of little value as the length of time since 
the operation was too short to allow accurate con 

clusions regarding the end-results. 


Lahey, F. H., and Cattell, R. B.: Two-Stage Ab- 
dominoperineal Resection of the Rectum and 
Rectosigmoid for Carcinoma. Am.J.Surg., 106 
27: 201. 


Lahey and Cattell have devised a two-stage al) 
dominoperineal resection of the rectum which has 
the advantages of the one-stage abdominoperinea! 
resection described by Miles and therefore may have 
a wider application than the latter, especially in the 
cases of patients who are poor risks. The technique 
is as follows: 

FIRST STAGE 

A left rectus incision splitting the fibers of the re: 
tus longitudinally at the junction of the middle ani! 
outer thirds of the muscle is made. The deep epi 
gastric vessels are ligated and divided in the lowe: 
angle of the incision. The peritoneum is opened an‘! 
a thorough abdominal exploration is carried out. 

The redundant sigmoidal loop is then drawn towari! 
the median line and the parietal peritoneum divide: 
approximately 1 cm. from the edge of the bowel from 
a point high on the sigmoid down to a point directl\ 
over the iliac vessels. Next, a point on the sigmoi( 
is selected for later division carried out in such a wa\ 
as to leave an adequate amount of bowel proximal 
to form the permanent colostomy and sufficien! 
bowel distal to the point to permit its delivery wel! 
over the median line after the division. The thin 
peritoneum over the mesentery of the sigmoid is 
then divided on its medial aspect down to the posi 
tion of the superior hemorrhoidal vessels, and the 
same division is carried out on the lateral surface 
When the mesentery loop is held up the vessels stan« 
out clearly and can be secured with small pedicles of 
mesentery. It is very necessary to identify the supe- 
rior hemorrhoidal vessels by palpation. These ves 
sels are felt over the sacral promontory slightly to 
the left of the median line. Particular attention is 
paid to the course of the upper branches of the left 
colic artery which provide the circulation to the 
proximal segment. 

A short stab incision is next made suprapubicall\ 
in the midline. The peritoneum is opened at a point 
1 in. above the bladder. Through this incision « 
right-angled or long curved clamp is introduced an« 
applied to the bowel distally at a point selected fo: 
division. A second straight clamp is placed on the 
proximal segment through the original incision an 
the bowel divided with the cautery. The distal seg 
ment is brought out suprapubically without contact 
with the peritoneum and the skin is implanted loosel) 
about it. This completes the implantation. 
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The wound is walled off with gauze pads and the 
lumbar gutter is closed by interrupted or continuous 
sutures approximating the parietal peritoneum in a 
direction vertical to the bowel segment. The free 
edge of the omentum is drawn down and anchored 
to the medial mesocolic peritoneum at a point di- 
rectly above the superior hemorrhoidal vessels. The 
right side of the free edge of the omentum is approxi- 
mated along the cut edge of the distal loop up to the 
peritoneum and is attached to the peritoneum under 
the stab wound. In a similar fashion the left side of 
the free edge of the omentum is attached to the mes- 
entery of the proximal loop up to a point where it 
will be withdrawn from the abdominal wound. Next, 
the primary incision is closed in layers without drain- 
age. The permanent colostomy is brought out near 
the middle of the incision. No sutures anchor the 
bowel wall to the abdominal wound. It is quite es- 
sential for an inch or more of the bowel forming the 
permanent colostomy to project beyond the skin 
surface. 

The clamp is removed from the permanent colos- 
tomy after forty-eight hours. After five days the 
lower clamp becomes detached or is removed and 
the distal segment of bowel is irrigated two or three 
times daily until the second stage of the operation 
is performed. 

The average length of time between the stages is 
fifteen days. 

SECOND STAGE 

The permanent colostomy is walled off with adhe- 
sive. The implanted loop is then closed by inter- 
rupted and continuous sutures and the abdomen 
opened just above the umbilicus in the midline, well 
above the implanted loop. The skin incision is con- 
tinued downward to encircle the implanted loop. A 
piece of rubber tissue is tied around the implanted 
loop to prevent contamination. After the omentum 
is freed from the distal segment the pelvis is exposed 
adequately. The superior hemorrhoidal vessels are 
ligated at the pelvic brim. The ureters are exposed 
and identified. The hollow of the sacrum is cleaned 
out by blunt dissection down to the tip of the coccyx. 
The entire distal segment of bowel is placed in the 
pelvis in the presacral space. The pelvic pertito- 
neum is then closed off. The abdominal incision is 
closed without drainage by means of retention su- 
tures. A small suprapubic drain may be inserted 
down to the anterior peritoneum. The perineal part 
of the operation is carried out with the patient in a 
modified Sims position. The anus is sutured shut 
and excised toward the coccyx. Following division 
of the subcutaneous tissues, the coccyx is removed 
and the middle sacral artery secured. The distal 
bowel segment is delivered with the perineal dissec- 
tion carried far laterally so as to sever the levator 
ani muscles. The large pelvic cavity is then in- 
spected for bleeding and drainage is established by 
one cigarette draih through the middle of the closed 
incision. A blood transfusion of 500 ¢.cm. is given 
routinely by the citrate method. 

Joun W. Nuzum, M.D. 


Rankin, F. W.: Graded Perineo-Abdominal Resec- 
tion of the Rectum and Rectosigmoid. Am. J. 
Surg., 1935, 27: 214. 

Graded operations for cancer of the rectum are 
usually done for the following reasons: (1) inability 
of the patient to stand a formidable radical resection 
in one stage; (2) inadequate decompression as shown 
by oedema and thickening of the bowel wall with in- 
filtration in the mesentery; and (3) borderline opera 
bility. 

Graded maneuvers are usually carried out in 
the following two stages: (1) exploration and decom 
pression by cacostomy or the formation of a perma 
nent single-barreled colostomy, and (2) removal of 
the segment of bowel containing the growth together 
with the gland-bearing tissues. 

Most satisfactory for exploration is a low midline 
incision. Muscle-splitting incisions have the disad 
vantage of favoring prolapse and herniation of the 
colon. When colostomy is done at the initial maneu 
ver in the author’s cases it is accomplished through a 
small stab wound in the left groin. Rankin is con- 
vinced that the low midline incision is more desirable 
for both exploration and the first stage of the graded 
maneuver. He explores the liver first, then the pan- 
creas and retro-aortic glands, and finally the primary 
growth. The presence of metastases in the glands 
can often be determined with certainty only by mi 
croscopic examination. One of the most important 
factors to be considered in estimating operability is 
the fixation of immobility of the growth. Any growth 
not rigidly immobile should be extirpated if liver 
metastases are absent. If the growth appears to be 
removable and a graded operation seems desirable, 
either a cacostomy or a single-barreled colostomy 
may be done. If the bowel is cedematous and thick- 
ened, the mesentery is infiltrated, and there is evi- 
dence of obstruction, decompression with a No. 28 
Pezzer catheter is the procedure of choice. The 
catheter should be large enough to relieve the bowel 
of gas and fluid contents. Later, irrigations may be 
carried out through the same catheter. Adequate de 
compression depends chiefly on evacuation of the gas 
and fluid contents. In the cases of patients with 
acute obstruction at the time of examination the 
establishment of a blind cacostomy is the ideal pro 
cedure. In the technique of colostomy used by the 
author the sigmoid is pulled well out through the low 
midline incision and at a convenient spot in the 
mesentery the blood vessels are divided close to the 
bowel. The looping arches of the vascular supply to 
the sigmoid are carefully preserved. The bowel is 
divided between two Payr clamps, the upper one of 
which has been thrust through a stab wound in the 
groin. The second clamp is applied in the opposite 
direction and the bowel cut across with a cautery. 
The proximal end is drawn out and the clamp left 
on to obstruct the bowel completely for from twenty- 
four to forty-eight hours. The distal loop is inverted 
and dropped back into the pelvis. 

After the establishment of the cacostomy or single 
barreled colostomy a period of from two to six weeks 
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is desirable before the second stage of the operation 
for rehabilitation of the patient. In the author’s 
cases rectal irrigations are given from about the 
tenth day until twenty-four hours before the second 
stage. The resection constituting the second stage 
of the operation is a perineo-abdominal type of pro- 
cedure begun with the patient face down on the table 
as for a posterior type of resection with the hips ele- 
vated and the anus closed with a pursestring suture. 
The anus being encircled by two incisions which join 
and extend up to about the middle of the coccyx, an 
extensive dissection of the pelvis up to the peritoneal 
reflection is accomplished. It is important to clear 
out the hollow of the sacrum and the ischiorectal 
fossa and remove a large portion of the levator ani 
muscle. This permits also removal of the gland- 
bearing tissues around the prostate and seminal vesi- 
cles in the male and the posterior vaginal wall and 
cervix in the female. The dissection follows disar- 
ticulation of the coccyx from the sacrum. The lateral 
dissection on each side is carried completely up to 
the peritoneum without opening of the latter. At 
this point the rectum is encased in a rubber glove, 
the glove is tied tightly around the cuff and pushed 
back into the hollow of the sacrum, and the posterior 
wound is closed. This stage of the operation is car- 
ried out under transsacral block anzthesia. On its 
completion the patient is placed on his back and the 
second part of the operation is carried out through a 
low midline incision under ethylene anesthesia. The 
operation is done entirely within the pelvis, which is 
packed off with gauze. After the turned-in loop of 
bowel has been located the peritoneum over the in- 
ferior mesenteric vessels is incised and both ureters 
are identified. The inferior mesenteric vessels are 
doubly ligated close to their origin. The bladder is 
separated away from the rectum and the entire seg- 
ment of bowel lifted out through the abdomen. The 
pelvic floor is restored with the remaining perito- 
neum. The abdominal wound is then closed and 
drainage of the pelvis is established by opening the 
posterior wound and inserting a quantity of gauze 
encased in oiled silk. 

At the end of sixty hours the drains are removed 
from the posterior wound and daily irrigations of 
normal saline solution are begun. At the end of ten 
days the patient is allowed a Sitz bath. The large 
cavity heals readily by granulation. During the 
period of decompression the pre-operative adminis- 
tration of an intraperitoneal vaccine of mixed strep- 
tococci and colon bacilli proves its value in aiding the 
patient to withstand a potential peritoneal contami- 
nation. Decompression is the most important funda- 
mental. Also of great importance is the use of blood 
transfusion. 

About 50 per cent of all patients are operable in 
the sense that there is a good chance for clinical 
cure. The average mortality of the operation per- 
formed by an experienced surgeon is about 10 per 
cent. The operation has been performed by the 
author in eighty-nine cases with eight deaths. 

Joun W. Nuzvum, M.D. 
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LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Debuch, L.: A Contribution on the Treatment of 
Cirrhosis of the Liver by the Talma Operation 
(Ein Beitrag zur Behandlung der Lebercirrhose mit 
der Talmaschen Operation). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1934, 43: 566. 


The author made a clinical study of a number of 
cases of cirrhosis of the liver in which the Talma 
operation had been performed (transplantation of 
the omentum into an extraperitoneal pocket in the 
rectus sheath with fixation to the muscle and poste 
rior fascial layer). On the basis of the clinical course 
these cases could be divided into three groups. 

In those of the first group a successful early opera 
tion was performed. In two cases hemorrhage from 
cesophageal varices was the first sign of liver disease 
In two others a previous general infection explained 
the relatively short duration of the disease. The 
effect of the operation in these four cases was so 
good that for from three to ten years later the 
patients felt well and were able to work again to 
some extent. 

In the second group were four cases which were 
uninfluenced by the operation. These were cases of 
advanced cirrhosis. The development of anasto 
moses was too late. In such cases it is advisable to 
test the function of the liver to determine the condi 
tion of the diseased organ. 

In the third group were cases in which the results 
were unfavorable. In those in which death occurred 
within from eleven to sixteen days after the opera 
tion the chief symptoms were due to circulatory 
insufficiency. Because of the severe injury caused 
by the cirrhosis of the liver intraperitoneal opera 
tions are poorly tolerated. 

The Talma operation is justified by its favorable 
results and the theory that the chief symptom 
which in many cases is responsible for the unfavor 
able outcome may be alleviated by creating new and 
beneficial anastomotic relations. Of most impor 
tance in establishing the indications is knowledge of 
the duration of the disease. The operation should 
not be performed upon a patient with circulator) 
impairment and severe liver insufficiency. 

(ZwERG). Leo M. ZIMMERMAN, M.D. 


Dahle, M.: Rupture of the Normal Spleen Without 
Known Cause. Spontaneous Rupture? (Ruptur 
von normaler Milz ohne bekannte Ursache. Spontan- 
ruptur?) Acta chirurg. Scand., 1934, 75: 519. 


Rupture of the spleen may occur when the organ 
is the site of pathological changes, as in malaria, 
typhoid fever, and blood diseases. The possibility 
of spontaneous rupture has been disputed. The 
author reports a case of apparently spontaneous rup 
ture. The patient was a boy thirteen years of age. 
He was admitted to the hospital because of pain in 
the left side, but the subsequent course of the condi 
tion was most suggestive of acute appendicitis. At 
operation performed twenty-two hours after the 
onset of the pain the abdomen was found filled with 
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blood from a ruptured spleen. Except for the rup- 
ture, the spleen appeared normal both macroscopi- 
cally and microscopically. Microscopic examination 
indicated that the rupture had occurred from twen- 
ty-four to forty-eight hours prior to the operation. 
Because of the normal appearance of the spleen and 
the absence of a history of trauma, the rupture was 
believed to have occurred spontaneously. Recovery 
from the operation was complicated by pleural 
effusion. The patient was discharged well. 


MISCELLANEOUS 


Siegl, J.: Painful Abdominal Conditions in Child- 
hood (Abdominelle Schmerzzustaende im Kinde- 
salter). Wien. klin. Wehnschr., 1934, 2: 1234. 


For judgment of painful abdominal conditions in 
children, careful and thorough examination is always 
necessary. Even inspection is of great importance. 
The posture of the child, the position of the legs, the 
type of respiration, the configuration and surface 
relief of the abdomen, and changes in abdominal 
respiration are of great diagnostic importance. 
Palpation and percussion of the abdomen should be 
done. Tenderness to pressure should never be deter- 
mined by questioning. Increased tenderness of the 
abdominal organs manifested by Mackenzie’s vis- 
cerosensory reflex may result from inflammatory 
conditions in the region of the peritoneum and also 
from other causes without peritoneal irritation. In 
the latter event, the hyperasthesia is often very 
diffuse. Absence or weakening of the reflexes of the 
abdominal wall suggests an inflammatory condition. 
Inflammation of the abdominal wall itself must be 
excluded. After palpation and percussion, a rectal 
examination should be made to avoid overlooking a 
pelvic inflammation. 

In infants, abdominal pain is often due to intes- 
tinal colic which occurs in attacks in dyspepsia, 
gastro-enteritis, and pylorospasm. In pyelocystitis, 
the differential diagnosis is difficult, but may be 
made by urine analysis. Abdominal pain with 
simultaneous contraction of the bowel should always 
suggest intestinal obstruction. The most frequent 
causes of intestinal obstruction are strangulated 
hernia and intussusception. In intussusception 
tenderness and rigidity of the abdomen are frequent- 
ly present in addition to the spontaneous pain. The 
diagnosis of beginning or transitory bowel obstruc- 
tion is often difficult. Bowel stasis in Hirschsprung’s 
disease may cause such attacks of ileus. 

Peritonitis as the cause of illness in infancy is 
relatively uncommon. Appendicitis is also a very 
minor factor. More common are umbilical infection, 
peritonitis developing during influenza, severe 
enteritis, and pneumococcic peritonitis. Appen- 
dicitis is much more frequent in childhood than in 
infancy. Its tendency to perforate is much greater. 
It may run its course also as an acute gastro- 
intestinal disturbance, colitis, or dysentery. The 
differential diagnosis from typhus is aided best by 
the blood picture. Pyuria, Henoch’s purpura, twist- 
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ing of the pedicle of a mesenteric cyst, Meckel’s 
diverticulum, and tuberculosis of mesenteric lymph 
nodes must also be considered in the differential 
diagnosis. In childhood peritonitis is usually 
secondary to perforated appendicitis, a typhoid or 
peptic ulcer, or a gangrenous intussusception tumor. 
The differentiation between perforated appendicitis 
and pneumococcic peritonitis is very important be 
cause pneumococcic peritonitis is usually fatal and 
in perforated appendicitis early operation alone 
promises a successful result. Diabetic coma may 
simulate peritonitis. 

In conclusion the author states that abdominal 
pain due to non-abdominal conditions is very com- 
mon. Important causes of such pain are pneumonia, 
pleurisy, pericarditis, and myocarditis. Abdominal 
pain may occur also in affections of the nasopharynx, 
palatine tonsils, grippal diseases, scarlet fever, 
pharyngeal diphtheria, and measles. Abdominal 
pain of neurogenic origin occurs in association with 
acetonemic vomiting and recurring umbilical colics. 
Spastic conditions in the abdomen develop in the 
presence of ascarides, pseudomembranous colitis, 
nervous enteritis, spastic obstipation, and abdominal 
vascular crises. 

(HAUMANN). LEO M. ZIMMERMAN, M.D. 


Rindone, A.: The Anatomical Changes in the Liver 
in Various Syndromes of the Right Side of the 
Abdomen (Le alterazioni anatomiche del fegato 
nelle varie sindromi associate dell’addome destro). 
Clin. chir., 1934, 10: 1183. 

In all of the sixty cases in which this investigation 
was made the patient was first subjected to a clinical 
examination with special reference to the condition 
of the liver. The liver was carefully percussed and 
palpated to determine its size, the characteristics of 
its edge, and its tenderness, and detailed studies were 
made of its function. At operation, a section was 
taken from the liver at a point distant from the gall 
bladder and divided in half. One half was then fixed, 
embedded in parafiin, and stained with hema 
toxylin-eosin or van Gieson’s stain, and the other 
half frozen and stained for reticular tissue and with 
Sudan III. Sometimes special sections were stained 
by the Giemsa method. Sixteen of the patients were 
suffering from gastric or duodenal ulcer, to from 
cholecystitis, four from ulcer and cholecystitis, and 
30 from a simple condition. 

The author cites the important clinical and lab- 
oratory findings in typical cases, describes the con- 
dition of the liver as found at operation, and presents 
illustrative photomicrographs. From his study he 
concludes that the liver is always involved in the 
“right abdominal syndrome” whether the latter is 
simple or complicated by gastric or duodenal ulcer 
or by cholecystitis. Its involvement is of an inflam- 
matory, degenerative nature. The connective tis- 
sue portions are affected primarily and the epithe- 
lial structures secondarily. ‘The connective tissue 
changes are the most constant and the earliest, and 
are most marked around the portal spaces. There is 
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an infiltration of small cells—mostly lymphocytes 

mixed with plasma cells and occasionally large 
mononucleated or polynucleated cells which starts 
around the portal vein and extends into the lobules 
of the liver where it may appear in the form of small 
abscesses. At the same time there is a proliferation 
of connective tissue elements which form cicatrices 
around the vessels and the bile ducts. The degree of 
fibrosis depends on the severity of the infection. It 
may vary from only a slight excess of connective 
tissue to a true reticulosis with changes in the normal 
architecture of the lobule and damage to the liver 
cells with secondary degenerative changes. The 
more severe the right abdominal syndrome the more 
severe the damage to the liver which results from the 
advent of toxic or bacterial products through the 
portal vein. EuGENE T. Leppy, M.D. 


Schildt, E.: An Unusual Form of Retroperitoneal 
Hernia Hernia Mesenterico-Parietalis Dextra, 
Broesicke (Ueber eine ungewoehnliche Form von 
Hernia retroperitonealis—Hernia mesenterico-pa- 
rietalis dextra, Broesicke). Acta chirurg. Scand., 
1935, 70: 35. 

The most common of the so-called internal herniz 
are those with an opening showing a topographical 
relationship to the duodenojejunal flexure and ex- 
tending beneath the mesocolon descendens or 
ascendens. Of the left-sided and more common form, 
about 120 cases, and of the right-sided and less com- 
mon form, about 40 cases, have been recorded. 

The author reports a case of hernia on the right 
side of a man aged twenty-nine years who had no 
previous symptoms before the occurrence of an acute 
attack of abdominal pain and vomiting. The clinical 
picture was that of acute diffuse peritonitis. At 
operation, the small intestine was found twisted 
around its mesentery in the hernial sac. Withdrawal 
and detorsion of the intestine and closure of the 
hernial opening were followed by recovery. 

In the author’s opinion this condition is best 
designated by the term suggested by Broesicke, 
“hernia mesenterico-parietalis dextra.”’ 

The pathogenesis of this form of hernia is of 
interest. Although decisive proofs may perhaps be 
lacking, there are many factors favoring the theory 
that such hernia are congenital malformations. 

The size of the hernizw varies considerably. The 
contents consist exclusively of small intestine. In 
the majority of cases all, or practically all, of the 
small intestine is found in the sac. The hernia are 
round or oval. They are generally situated in the 
right side of the abdomen, but may be symmetrically 
developed in the abdominal cavity. Their relation 
to the cecum and ascending colon varies. It is com- 
mon to find these parts of the intestine displaced 
upward and to the left. 

The hernial opening varies in width and is open to 
the left. There are no or only slight adhesions in the 
hernia. In some cases, as the result of malformation 
of the duodenum or the upper part of the jejunum, 
only an efferent intestinal coil is found. 
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This hernia is 6 times more common in males than 
in females. Clinical symptoms occur in at least 50 
per cent of the cases. In some cases acute attacks of 
ileus occur without warning. In others, there is a 
history of prolonged ill-health with mild attacks 
simulating ileus and general dyspeptic disturbances 
culminating in acute ileus. In a third group there 
are chronic disturbances of a more vague nature. 

In 8 cases reviewed by the author the cause of the 
acute ileus was not stated in the records. In other 
cases there was volvulus of the intestine in the 
hernial sac, strangulation in or near the hernial open 
ing, or prolapse of intestinal coils through the hernia! 
opening or the hernial sac. 

The diagnosis usually made is “ileus of unknown 
cause.’ In the clinical examination the diagnosti 
cian may be led aright by finding the mass formed b 
the hernia. Roentgen examination may lead to an 
exact causal diagnosis. 

In the majority of cases the treatment consists in 
withdrawal of the intestine from the hernia and 
closure of the hernial opening. 

Of 21 patients operated upon, 13 recovered. 


Candolin, Y.: Cryptogenetic Peritonitis Caused by 
Pneumococci and Related Bacteria (Ueber dic 
durch Pneumokokken und ihnen verwandte Bakter 
ien verursachte kryptogenetische Peritonitis). Acta 
chirurg. Scand., 1934, 76: Supp. 34. 

This report is based on ninety-seven cases of 
cryptogenetic peritonitis treated in hospitals in Fin 
land in which pneumococci or similar bacteria were 
found in the exudate. 

Although pneumococcal peritonitis is in general 
comparatively rare, it is considerably more commot 
in children than in adults. Of the cases reviewe:! 
by the author, 75 per cent were those of children and 
only 25 per cent those of adults. The morbidity was 
greatest at the age of six years. The higher in 
cidence of peritonitis in children is due almost 
entirely to the great susceptibility of girls up to the 
age of ten years. Of the cases reviewed, 64 per cent 
were those of girls ten years of age or younger. The 
condition was more frequent in females than in 
males also between the ages of eleven and thirt 
years, but after the age of thirty years its incidenc: 
was about the same in the two sexes (7 per cent 
No variation with age such as that occurring in 
females was observed in the males. In the latter the 
incidence of the condition was 14 per cent. 

In 44 per cent of the cases the disease occurred in 
the spring, generally in April. During the other 
seasons of the year its frequency was about constant 

A respiratory tract affection had been present in 
twenty-four cases, an abdominal affection in twenty 
eight, and a disease with general symptoms in five 
Pertussis preceded the peritonitis fairly often. In 
some cases a chronic disease such as tuberculous 
peritonitis, heart disease, or gastric ulcer was found. 
Immediate prodromal symptoms occurred in only a 
few cases. As a rule the peritonitis developed sud 
denly. 
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In the majority of the cases the general health was 
poor, the axillary temperature in the beginning 
somewhat above 38 degrees C. on the average, the 
rectal temperature over 39 degrees C., and the pulse 
from 120 to 130 per minute. In 70 per cent of the 
cases the difference between the rectal and axillary 
temperature was more than o.5 degree. Chills were 
frequent. The complexion was generally pale, but 
sometimes highly flushed. Occasionally herpes 
labialis occurred. In half of the number of deter- 
minations the leucocytes were found only slightly 
increased or normal. The highest count was 23,000. 

Cultures of the blood were positive for pneu- 
mococci once and negative four times. Bacteria 
resembling pneumococci were sometimes found in 
the vagina, but no true vulvitis was observed. Albu- 
minuria occurred occasionally, but usually was 
slight. 

The earliest and most constant symptom was 
sharp abdominal pain. This was absent in only one 
case. Vomiting occurred in practically all of the 
cases. In some cases spontaneous diarrhoea was 
absent and in others it did not occur until after from 
two to fifteen days. Its duration then usually varied 
from five to ten days. It was absent in 30 per cent 
of the cases. 

Abdominal distention and tenderness were usually 
fairly pronounced. In 42 per cent of the cases 


abdominal distention was quite marked. In 30 per 
cent the abdominal symptoms were more severe on 
the right side than on the left side. Meteoristic dis- 
tention of the abdomen was usually present from 
the onset. 

Complications elsewhere in the body developed 


fairly often during the course of the disease. Pul- 
monary complications occurred in at least 33 per 
cent of the cases. Pneumonia occurred in sixteen 
cases, pleurisy in three, and bronchitis in seven. In 
one case pneumonia developed before, and in twelve 
cases after, the peritonitis. In three cases the time 
of its development was uncertain. There were fous 
or five cases of nephritis and two or three of pyelitis. 
A septic type of disease occurred in several cases; 
in one case it began with arthritis. 

In eighty-six cases the diagnosis was based on the 
findings at operation; in nine, on the findings at 
autopsy; and in two, on the findings of puncture. 
Abdominal puncture was done four times for abscess 
and four times for diffuse peritonitis. 

In eighty cases the peritonitis was diffuse; the 
intestines were diffusely injected and generally 
covered by fibrinous membranes. The exudate con- 
sisted chiefly of fibrin. Cases with little or no 
exudate were exceptional. The exudate varied in its 
consistency. It was more often thin than thick, and 
sometimes it was obviously mucous. It was green- 
ish-yellow with sometimes a brownish-gray tint. 
Malodorous pus was never found. The quantity 
and consistency of the exudate did not seem to 
depend upon the time of operation. 

In fifteen cases an encysted abscess was found. In 
the majority it was in the umbilical region, but in 
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some cases it occurred in another part of the ab- 
dominal cavity. With two exceptions, diffuse 
exudate was found only during the first ten days. 
Encapsulation occurred after the sixth day. 

In favorable cases the fever decreased after the 
operation. In fatal cases a considerable pre-agonal 
increase in the temperature (up to 42.1 degrees C., 
rectal) was common. 

Spontaneous perforation through the umbilicus 
occurred in three cases. Secondary abscesses were 
formed in the abdominal cavity in ten cases. These 
abscesses were incised. An intestinal fistula devel- 
oped in five cases. In seven cases a Witzel enteros- 
tomy was done because of intestinal paralysis. In 
one case delimitation of the exudate was still incom- 
plete on the twenty-seventh day of the illness. 

The mortality in the total number of cases was 58 
per cent; in the cases of children, 55 per cent; and in 
the cases of adults, 67 per cent. In the diffuse stage 
the total mortality was 55 per cent. In the cases in 
which operation was performed during the diffuse 
stage the total mortality was 62 per cent; the mor- 
tality in the cases of children, 60 per cent; and the 
mortality in the cases of adults, 68 per cent. In the 
cases in which operation was performed after the 
diffuse stage or not at all the total mortality was 
46 per cent; the mortality in the cases of children, 43 
per cent; and the mortality in the cases of adults 60 
per cent. The mortality was highest from the fifth 
to the tenth day of the disease. 

The following signs indicate an unfavorable prog- 
nosis: a temperature above 4o degrees C., a differ- 
ence of more than 1 degree between the rectal and 
axillary temperature, a pulse rate above 130 per 
minute, albuminuria (thirteen deaths in fifteen 
cases), absence of diarrhoea, the development of in 
testinal paralysis, and the presence of a large number 
of bacteria in the exudate. In the cases reviewed, 
secondary unilateral pneumonia did not seem to 
impair the prognosis to any considerable extent. 

Forty-one patients were discharged as convales 
cents. Of these, three died later (two evidently from 
sequele of the peritonitis), two had various dis- 
turbances, and twenty-two recovered completely. 
Fourteen patients could not be traced. According 
to the findings of the final follow-up, 63 per cent of 
the patients died, 34 per cent were in good health, 
and 3 per cent were in poor health. 

The author draws the following conclusions: 

1. Cryptogenetic pneumococcal peritonitis is 
most common in girls up to the age of ten years. 

2. It is always, or nearly always, diffuse in the 
beginning. Encapsulation usually occurs from the 
seventh to the tenth day, but sometimes not until 
considerably later. One or several abscesses of vary- 
ing size then develop, most frequently in the um- 
bilical region. Spontaneous healing may occur. 

3. To judge the results of early operation it is 
necessary to compare the mortality in cases operated 
upon during the diffuse stage with the mortality in 
cases not operated upon or operated upon later. 
Erroneous conclusions are drawn if only cases in 
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which the condition was diffuse or encapsulated at 
the time of operation are compared. 

4. Although the difference between the results of 
early operation and conservative treatment was 
found to be considerably less than had been expect- 
ed, it is sufficient to justify expectant treatment 
when the diagnosis appears reliable. This conclu- 
sion seems safe at least so far as children are con- 
cerned. In the cases of adults the more cautious 


procedure is immediate operation if there is the 
slightest doubt regarding the diagnosis. ~The time 
of later operation should be decided on the basis of 
the findings in the individual case. 

5. A diagnosis based on the clinical symptoms is 
often possible but seldom entirely reliable. It is 
often impossible to exclude streptococcal peri- 
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tonitis clinically. It is hazardous to draw conclusions 
from the bacteria in the vaginal secretion. In 
doubtful cases, abdominal paracentesis may be done 

6. The vast majority of the patients who recover 
from pneumococcal peritonitis remain completel) 
free from symptoms, but convalescence may requir 
many months. 

7. No definite conclusions can be drawn as to the 
route by which the infection occurs. Its occurrenc: 
by way of the blood stream or intestines seems mos! 
probable. Pneumonia apparently seldom plays 
part in the pathogenesis of the condition as it 
usually develops later than the peritonitis. The 
peritoneum of young girls seems to be especially 
liable to pneumococcus infection. 

Louis NeEuwett, M.D. 
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UTERUS 


Morgan, T. N.: Studies on the Movements of the 
Uterus: II. The Action of Extract of the Corpus 
Luteum on the Uterus of the Unanesthetized 
Rabbit. III. The Action of Gonadotropic Ex- 
tracts on the Movements of the Uterus of the 
Unanesthetized Rabbit. J. Obst. & Gynec. 
Brit. Emp., 1935, 42: 79, 84. 

In the experiments reported by Morgan the effect 
of corpus luteum extract on the movements of the 
uterus of the unanesthetized rabbit was correlated 
with the change in the structure of the uterus. The 
observations were carried out by making a uterine 
fistula of one horn of the uterus and treating the 
rabbit with the extract after its recovery from the 
operation, 

In the first series of experiments sexually imma- 
ture rabbits were used. After treatment with cestrin 
until the endometrium showed typical cestrous de- 
velopment, rather large doses of “prolution,” a 
corpus luteum extract, were administered daily. 
\fter forty-eight hours, the activity of the uterus 
showed a marked diminution, and at the end of 
three days the uterus was as quiescent as in pseudo- 
pregnancy and the endometrium exhibited the 
characteristics of pseudo-pregnancy. The uterus 
showed also an increase in size during the treatment 
with corpus luteum extract. When the injections 
were stopped the uterus began to show signs of 
activity after about three days. 

The same observations were then made on sexually 
mature does, first on those in which the ovaries were 
removed and then on those with intact ovaries. In 
the former group the response was the same as in 
the sexually immature group, but in the latter it was 
quite variable. 

From these observations the author concludes that 
the follicular hormone and the hormone from the 
corpus luteum exercise respectively augmentor and 
inhibitor effects on the motility of the uterine 
muscle, and that the degree of motility depends on 
the relative concentration of these hormones in the 
blood. Henry S. ACKEN, JRr., M.D. 


Davis, M. E., Adair, F. L., Rogers, G., Kharasch, 
M. S., and Legault, R. R.: A New Active Prin- 
ciple in Ergot and Its Effects on Uterine Mo- 
tility. Am. J. Obst. & Gynec., 1935, 29: 155. 

Experimental evidence is presented to show that 
not all of the desirable physiological activity of ergot 
is due to its alkaloids. From the non-alkaloidal 
fraction, which has been found to have a marked 
oxytocic activity’on the human postpartum uterus, 
there has been isolated a new principle which is 
active in doses of 3 mgm. when administered orally. 

This new principle does not give the usual precipi- 


tation reactions with reagents used in the tests for the 
known alkaloids in ergot. Apparently it contains 
less than 1 in 100,000 parts of the so-called alkaloids, 
the smallest relative amount that can be determined 
by chemical analysis. When the active alkaloids 
in ergot—ergotamine, ergotoxin, and sensibamine 
were given to patients orally in 3-mgm. doses, no 
uterine responses followed within an hour, whereas 
when the new active principle was administered 
orally a good characteristic response was noted. 

In the cases of over 100 postpartum patients the 
new active principle was administered and kymo 
graphic tracings of uterine activity were made for a 
period of three or four hours. It was found that the 
drug evokes a characteristic response within from 
six to fifteen minutes after its administration. The 
uterine motility thus initiated persists for three or 
four hours. 

The physiological activity of the new active prin 
ciple was studied by the usual biological methods. 
The best medium for biological assay of the new 
active principle is the human postpartum uterus and 
the postpartum uterus of the dog. 

The new principle is palatable, odorless, faintly 
yellow, and stable. It does not affect the blood 
pressure or provoke any undesirable reactions. 

EpwaArp L. CorRNELL, M.D. 


Chambers, H.: The Histological Classification of 
Cancers of the Uterine Cervix and the Rela- 
tion Between the Growth Structure and the 
Results of Radium Treatment. Am. J. Cancer, 
1935, 23: I. 

Histological grading as a means of determining 
the prognosis and estimating the radiosensitivity of 
malignant tumors is still of uncertain value despite 
the work of Broders, Martzloff, Healey, Cutler, and 
others. Apart from the need for a large series of 
cases treated by a uniform method and followed for 
a sufficiently long period of time, the procedure is 
complicated by the difficulties encountered in 
attempting to separate cancer growths into distinct 
and clearly defined groups and by the fact that no 
method of grading has as yet been generally regarded 
as entirely satisfactory. 

The author’s study was undertaken to determine 
the extent to which the response of malignant tumors 
to irradiation varies with their histological structure 
and whether there is evidence to support the theory 
that tumors of certain histological types (e.g., 
adenocarcinomata) are insensitive to irradiation. 
Of 678 cases of epidermoid cancer of the cervix 
treated at the Marie Curie Clinic, 228 were discarded 
as unsuitable. The grading of the remaining 450 
cases was based on the extent of differentiation and 
the degree of cell activity, but the general structure 
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of the growth was also considered. The author 
grades squamous-cell cancers as follows: 

Grade 1: All typical squamous carcinomata of 
the adult common type. (Incidence, 15 per cent.) 

Grade 2: Tumors composed of thin spindle cells 
resembling those of the basal germinating layer. 
(Incidence, 9 per cent.) 

Grade 3: All tumors in which there is a distinct 
tendency to form stratified epithelium. (Incidence, 
54 per cent.) These tumors are subdivided into 
keratinized, differentiated, transitional, and ana- 
plastic growths. 

Grade 4: Anaplastic growths which show no 
formation of stratified epithelium. (Incidence, 22 
per cent.) These tumors are subdivided into: 
(a) those arranged in alveolar masses with a fair 
amount of intervening tissue, and (b) those com- 
posed of a solid mass of cells with little intervening 
tissue which in some respects resemble sarcoma. 

The age incidence of the tumors of the various 
histological grades is about the same except that 
there is some indication that the anaplastic growths 
(tumors of Grade 4) are more common in younger 
than in older women. 

The duration of symptoms seems to have no rela- 
tion to the clinical stage of the disease (League of 
Nations classification). In many of the most ad- 
vanced cases among those reviewed the symptoms 
had been present for less than two months and in 
some of the less advanced cases they were of the 
longest duration. 

The clinical varieties of local growth, namely, 
nodular, infiltrating, ulcerating, crater-forming, 
fungating, cauliflower, endocervical, and pyometric, 
were studied. The cauliflower growths were chiefly 
of Grades 3 and 4 b, but every histological type was 
represented in each clinical variety. 

The irradiation treatment used at the Marie 
Curie Clinic is a modification of Forssell’s method. 
In general, the principles of therapy have not been 
modified since the Clinic was opened in 1925. 
Radium has not been used interstitially and supple- 
mentary deep X-ray therapy has not been employed. 
The chief object of the treatment has been the 
direct application of a dose of irradiation large 
enough to cause the malignant cells to disappear 
without producing irreparable damage to normal 
structures. It is, in fact, a surface treatment to the 
uterine cavity and the vaginal vault. In no way has 
the dosage been influenced or altered by the his- 
tological character of the growth. Although this 
method succeeds in treating carcinoma cells close to 
the surface, it fails to destroy or seriously alter the 
growth of cancer cells situated more deeply or 
metastases in the pelvic glands. Therefore the re- 
sults are dependent upon the clinical stage of the 
disease when the treatment is begun and disappear- 
ance of the local growth is of more value in deter- 
mining the effect on the cancer tissue than is the 
patient’s ultimate condition. 

The author reviews the results of treatment not 
only in the 450 cases of squamous-cell cancer which 
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were graded, but also in 50 cases of adenocarcinoma 
of the cervix. Of 90 patients in clinical Stages 1 and 
2 (League of Nations classification), 80 (89 per cent) 
have been apparently free of local disease for two 
years or longer since the institution of the treatment 
Of those in clinical Stages 3 and 4, 144 (63 per cent) 
are locally cured. There is comparatively little 
difference between the various histological grades 
However, the best results were obtained in cases of 
transitional cancers of Grade 3, in which the inci 
dence of local cure was 74 per cent, and cases of 
adenocarcinoma, in which the incidence of local 
cure was 73 per cent. 

The author believes that the treatment used at 
the Marie Curie Clinic will cure the great majorit) 
of growths limited to the cervix (Stage 1), irrespec 
tive of their histological type. When the more 
advanced cases—for example those of Stage 3 
are considered separately, a difference of not more 
than 15 per cent is found between the various 
histological types so far as local cure or the number 
of three-year survivals is concerned. This is true 
also when the results in the entire series are con 
sidered. Moreover, it is quite evident that adeno 
carcinomata are not insensitive to irradiation. 

GrorceE H. GARDNER, M.D. 


EXTERNAL GENITALIA 
Kirwin, T. J., and Lowsley, O. S.: Radical Relief of 
Vesicovaginal Fistula. Report of an Unusual 
Case of Eversion of the Bladder Through the 
Fistulous Opening, and a Review of Sixty Cases 
Seen at New York Hospital During the Past 
Ninety Years. J. Urol., 1935, 33: 51. 

The patient whose case is reported was a woman 
who was thirty-five years of age when she first came 
under the authors’ observation. She gave a history 
of “bladder trouble’ dating from her only confine 
ment thirteen years previously. She had been oper 
ated upon five times without relief of the symptoms 
The fistula was complicated by complete eversion 
of the bladder into the vagina. The everted bladder 
protruded at the vulva. The operation described 
by the authors was done in two stages. All devital 
ized tissue was removed, the bladder being incised 
almost to the edge of the fistula. Silver wire sutures 
similar to those used by Sims eighty years ago were 
used. Suprapubic counter-drainage with suction 
was established to favor healing of the freshed edges 
of the fistula by preventing their contamination by 
contact with the urine. The final result was not a 
complete cure, but the patient was benefited. 

The authors consider vesicovaginal fistula a urolog 
ical problem. Harry W. Fink, M.D. 


MISCELLANEOUS 
Sasso, E.: Investigations on Choline in the Men- 
strual Cycle and the Puerperal State (Ricerche 
sulla colina nel ciclo mestruo e nello stato di puer 
peralita). Riv. ital. di ginec., 1934, 17: 325. 
A number of investigators have attributed to 
choline an antagonistic action toward the effect of 




















adrenalin on the blood pressure, a specific action on 
the coagulation of the blood, a hormone action 
stimulating intestinal peristalsis, a hormone action 
influencing menstruation, and a stimulating action 
on the uterine muscle initiating uterine contractions 
during parturition. 

The author describes an original method for the 
demonstration of free choline in the circulation. In 
studies made in the cases of twenty-six women he 
was unable to demonstrate any importance of this 
substance in either menstruation or parturition. 

GEORGE C. Finota, M.D. 


Cannon, D. J.: Menstruation and Menstrual Dis- 
orders. J. Obst. & Gynec. Brit. Emp., 1935, 42: 88. 


It is regarded as proved that functional uterine 
bleeding is due to a disturbance of the endocrine 
balance which maintains the normal menstrual cycle. 
The author discusses the physiology of menstruation, 
Frankl’s view of the mechanism of bleeding, the re- 
lation between cestrus and the menstrual cycle, the 
physiology of intermenstrual bleeding, the relation 
between intermenstrual bleeding and the cestrous 
cycle in lower animals, metropathia hemorrhagica, 
epimenorrhoea, and menorrhagia simplex. He states 
that the gynecologist is no longer regarded merely 
as an operating surgeon. With his wider vision, he 
no longer wastes time on such sterile discussions as 
the best means of suspending a displaced uterus. He 
is more interested in the nature and cause of the 
bleedings which suspension of the uterus has so 
frequently failed to cure. 

J. THoRNWELL WITHERSPOON, M.D. 


Moore, C. R.: Hormones in Relation to Reproduc- 
tion. Am. J. Obst. & Gynec., 1935, 29: 1. 


The author discusses: (1) the two functional 
potentialities of the sex glands; (2) the control of the 
essential accessory reproductive glands, the non- 
essential characteristics, and, to some extent, the 
psychic behavior by the homologous sex hormone 
and the absence of an effect by the heterologous sex 
hormone; (3) the threshold of effectiveness of hor- 
mones; (4) the lack of an effect of gonad hormones 
on the gonads themselves; (5) the absence in the 
gonads of the power of self regulation; (6) the modifi- 
cation of hypophyseal activity by the gonad hor- 
mones; and (7) the influence of environmental 
agents on the hormonal activity of the organism. 

He states that the two functional potentialities of 
the sex glands are: (1) the maturing of germ cells, 
and (2) the production of internal secretion or 
hormones. In the simpler invertebrate forms of life 
the gonads appear to have only the germ-cell- 
producing function. In the lowest of the vertebrate 
types as compared with the higher types there is little 
hormone action. Characteristic of all reproductive 
processes is periodicity. Reproduction is not a con- 
tinuously operating process; it usually occurs once a 
year. 

Control of the accessory reproductive organs has 
been demonstrated to rest upon the internal secre- 
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tions of the specific or homologous sex gland. In the 
lower vertebrates, including the mammals, the hor- 
mones probably play an important part in stimulat- 
ing the mating reaction or sex drive, but in primates, 
especially in man, their function to that end is to be 
questioned. In keeping with such added complexi- 
ties of control, more than one hormone has been 
elaborated. Though these gonad hormones are quite 
sex specific, they are in no sense species specific. 

With regard to the threshold of effectiveness of 
hormones the author says that it is too rarely appre- 
ciated that hormone storage does not occur in the 
body and that the response of an organ depends 
upon a minimal hormone level for a period suflicient 
for the occurrence of such a response. 

The general results of injecting gonad hormones 
into normal animals are injury to the gonads (from 
either sex hormone) and stimulation of the homol- 
ogous but not the heterologous accessories. 

The gonads function under the remote control of 
the hypophysis. Substances that stimulate the 
gonads have been derived from several sources, but 
it is not to be suggested that these substances from 
different sources are identical. 

There is a reciprocal interaction between the 
gonads and the hypophysis. The modification may 
be expressed as an inhibition or a suppression of 
hypophyseal activity of such a nature that hypo 
physeal secretions are delivered into the blood 
stream in reduced amounts. 

Certain environmental agents operate in some 
manner to influence the hormone activity of the 
organism. In annual breeding forms of animals 
this added environmental factor operates upon the 
controlling mechanism that exists in the forms that 
are not similarly affected by their environment. It 
is not yet entirely clear whether the environmental 
factor operates merely to stimulate the activity of 
the hypophysis or to remove some analyzable inhibi 
tion. Epwarp L. Cornett, M.D. 


Wade, N. J., and Doisy, E. A.: The Prolonged Ad- 
ministration of Theelin and Theelol to Male 
and Female Rats and Its Bearing on Reproduc- 
tion. Endocrinology, 1935, 19: 77. 

A review of the literature revealed that the ulti- 
mate effect of the administration of cestrogenic sub- 
stances on the reproductive behavior of the male and 
female animal was uncertain because of the relatively 
short periods of treatment. The authors conducted 
experiments over an extended period to determine 
whether male and female rats can develop normal 
reproductive hormones, theelin and theelol. 

Male rats were injected daily after weaning with 
quantities of theelol varying from 0.65 to 32.0 y and 
of theelin varying from 1.65 to 6.6 y. The injection 
period ranged from one hundred and thirteen to two 
hundred and forty-two days. Of the 53 rats so 
treated, 24 successfully impregnated normal females, 
whereas of 39 control males, 17 sired litters. 

The body weight of the injected males averaged 
87 per cent of the body weight of the control males. 
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The weights of the testes, prostates, and Cowper’s 
glands of the injected rats were less than those of the 
controls. 

Forty-one female rats were injected daily after 
weaning with quantities of theelol varying from 0.65 
to 32.5 y. The injections were continued for periods 
ranging from one hundred and forty-three to three 
hundred and sixteen days. During this time, 100 
matings, 61 pregnancies, and 41 litters occurred. 
Reproduction was below normal and interference 
with lactation was apparent. A. F. Lasn, M.D. 


Traina Rao, G.: Malignant Melanotic Tumors of 
the Female Genitalia (Di alcuni tumori melano- 
tici dei genital ifemminili). Riv. ital. di ginec., 1934, 
17: 261. 


7 

The author reports three cases of malignant 
melanotic tumor of the female genitalia: (1) a 
melanocarcinoma arising from the base of a urethral 
polyp and extending into both labia minora; (2) a 
melanocarcinoma originating from a small mass at 
the frenulum of the clitoris and extending into the 
right labium minus; and (3) a melanosarcoma arising 
from an ulcer in the lower third of the left vaginal 
wall. 

The treatment in all of these cases was opera.son 
supplemented by X-ray and radium irradiation. 
The first two patients died two months and four 
months later respectively of other causes. The third 
was in good health four months after the operation. 

A review of the literature revealed that malignant 
melanotic tumors of the female genitalia are most 
common between the ages of forty and sixty years. 





INTERNATIONAL ABSTRACT OF SURGERY 


Melanocarcinoma of the urethra is rare. The 
author was able to collect only six cases and two of 
them were insufficiently described. Frank, Adair, 
and Peck state that 3 per cent of all melanotic neo- 
plasms occur in the vulvar region. Toggler found 
twenty melanosarcomata among fifty-two sarco 
mata of the vulva. The reported frequency of mel 
anotic tumors of the vulva ranges from 0.6 per cent 
(Winckel, Marletti) to 9.09 per cent (Gonner). The 
author attributes this wide variation to the difficulty 
of distinguishing melanosarcoma from melanocarci 
noma. 

Melanomata may originate in structures of the 
internal genitalia which are devoid of pigment or in 
those of the external genitalia in which pigment 
normally abounds. Their cause is obscure. The 
exact cell responsible for them is unknown. Among 
the more widely accepted theories regarding the 
origin of these tumors are Delani’s theory that they 
arise from connective-tissue, the Durante-Cohnheim 
theory which attributes them to misplaced em 
bryonic tissue, and Fornero’s theory that they are 
due to the migration of pigment cells. The author 
agrees with Bloch that melanomata are derived 
from melanoblast cells. These melanoblasts are 
epidermal cells of the stratum basalis and spinosum 
and their function is the production of pigment which 
is transmitted to the corium for elimination. By 
means of diosulphenylalanin it is now possible to 
distinguish melanoblasts from chromatophoric and 
melanophoric cells. The author believes that this 
distinction will throw considerable light upon the 
etiology of the tumors. Grorce C. Frnora, M.D. 























PREGNANCY AND ITS COMPLICATIONS 


Tata, G.: The Influence of the Hormones of Preg- 
nancy on the Growth of Bacteria (Influenza 
degli ormoni gravidivi sullo sviluppo dei germi). 
Riv. ital. di ginec., 1934, 17: 347- 

To determine the effect of the hormones of preg- 
nancy on the growth of bacteria the author collected 
urine and blood from three groups of women—nor- 
mal non-pregnant controls, normal women at various 
stages of pregnancy, and pregnant women with 
pathological conditions such as eclampsia, albumi- 
nuria, severe vomiting, and vesicular mole—and 
added serum and urine respectively to a medium 
appropriate for the growth of the bacillus Paraty- 
phosus A. The criteria of growth were the number 
and size of the colonies. 

As compared with the blood serum of the non- 
pregnant women, the blood serum of the pregnant 
women showed a distinct inhibitory effect on the 
growth of the bacteria which increased with the ad- 
vance of pregnancy. The serum of the pregnant 
women with complications caused an exuberant 
growth of the bacillus because of its greater content 
of hormones. 

No appreciable difference in growth was noted in 
the media to which the urine of these groups was 
added. However, when the growth in media inocu- 
lated with serum was compared with that in media 
inoculated with urine, it was observed that while 
urine inhibited growth, the serum did not cause an 
equal hindrance to growth. 

In another series of experiments commercial hor- 
mones of pregnancy were added to the media. The 
extracts consisted of prolan and cestrin obtained 
from urine and an extract of the anterior lobe of the 
hypophysis. When added to the media in varying 
unit quantities, they all caused a marked increase 
in the rapidity of bacterial growth. 

The author concludes that, besides these hor- 
mones, other factors, such as endocrine and nerve 
factors and an antibacterial agent, may have influ- 
enced the results reported. CLARA RAVEN. 


Llusia, J. B.: Studies on Ammonia in Eclampsia 
(Studien ueber das Ammoniak in der Eklampsie). 
Zentralbl. f.Gynaek., 1934, Pp. 1754. 


The ammonia content of the blood during preg- 
nancy and in eclampsia was determined by the 
author by the method of Folin. The findings of 
Bock, who noted an increase in the ammonia content 
of the blood during pregnancy, were confirmed. 
Llusia found that in pregnancy the blood ammonia 
averaged 0.26 mgm. per 100 c.cm.; in pre-eclampsia, 
0.56 mgm.; and in eclampsia, 0.81 mgm. During 
an attack of eclamptic convulsions it rose to 1.36 


OBSTETRICS 


541 


mgm. per 100 ¢c.cm. 
rapidly to normal. 


In the puerperium it returned 
In eclampsia the amount of 
ammonia in the urine also increased while the urea 


content of the urine was decreased. In the author’s 
opinion it is unlikely that nitrogen retention is re 
sponsible for the increase in the blood ammonia. The 
increase is probably due to liver insufliciency. This 
is suggested by the ammonia-urea quotient in the 
blood. 

Determinations of the hydrogen-ion concentra- 
tion and carbon dioxide tension of the blood indicat- 
ed that in eclampsia there is a slight acidosis. 

The amount of ammonia was found to be less in 
the umbilical blood than in the maternal blood and 
greater in the umbilical vein than in the umbilical] 
artery. The fetal liver changes the ammonia into 
urea. Determinations of the urea and ammonia 
content showed only small amounts. Apparently 
the placenta is of no importance in the formation of 
ammonia. The attacks of convulsions, but not the 
other symptoms of eclampsia showed a relationship 
to the increase in the ammonia in the blood. 

(MUEHLBOCK). JOHN W. BRENNAN, M.D. 


Peckham, C. H.: An Analysis of 127 Cases of 
Eclampsia Treated by the Modified Stroganoff 
Method. Am. J. Obst. & Gynec., 1935, 29: 27. 

In the period from October 15, 1924, to February 
15, 1933, 127 cases of typical eclampsia were ob- 
served on the Obstetrical Service of the Johns Hop 
kins Hospital, Baltimore, and routinely treated by 
the modified Stroganoff method. There were 14 
maternal deaths, a mortality of 11.02 per cent. The 
death rate was highest in the postpartum variety 
and lowest in the intrapartum variety of the condi- 
tion. Since the use of the Stroganoff treatment the 
mortality has been less than half the mortality under 
the old radical forms of treatment. In cases of the 
mild type according to the classification of Eden it 
was 2.86 per cent, and in those of the severe type, 
21.05 per cent. 

The author presents a modified classification which 
he believes is a more exact criterion of the prognosis 
than Eden’s original classification. A case is classi- 
fied as severe when 2 or more of the following factors 
are present: (1) a temperature of 103 degrees F. or 
above, (2) a pulse rate of 120 or over, (3) a systolic 
blood pressure of 180 or over, (4) deep and persistent 
coma, and (5) 20 or more convulsions. 

In 102 cases of eclampsia classified as mild accord 
ing to this classification there were no deaths whereas 
in 103 which were classified as severe there were 15 
deaths, a mortality of 24.27 per cent. 

The maternal mortality is somewhat higher in the 
white than the black race. In the cases reviewed it 
was increased also in multiparous women and in the 
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case of a woman late in the child-bearing period of 
life. In the mild form of case the modified Stroganoff 
treatment gives quite satisfactory results. In severe 
cases it is preferable to the old forms of radical 
treatment. In severe cases becoming worse under 
conservative therapy, cesarean section under local 
or spinal anesthesia seems permissible. 
Epwarp L. CornELL, M.D. 


Schuman, W.: Heart Disease Complicating Preg- 
nancy. Am. J. Obst. & Gynec., 1935, 29: 64. 

Of the 25 cases of heart disease complicating preg- 
nancy which are reviewed by the author, 21 were 
seen in the period between January 1, 1930, and 
November 30, 1932, when 918 women were delivered 
on the ward service. Heart disease therefore occurred 
in 1 of every 44 cases or 2.3 of every 100 cases of preg- 
nancy. Two (8 per cent) of the women with heart 
disease died as the result of the pregnancy and 1 died 
more than six months after deliverv of subacute 
bacterial endocarditis. 

Eleven of the women with heart disease gave a 
definite history of rheumatism. The same number 
had a previous history of cardiac disturbances. 
Fourteen had no previous knowledge of a cardiac 
condition. In the cases of 3, the cardiac disease was 
not recognized until labor or the puerperium. 
According to the physical signs, the double mitral 
lesion was the most frequent, ro of the 25 women 
having mitral stenosis and insufficiency. Next in 
frequency were mitral stenosis and mitral insuffi- 
ciency, each of which was found in 5. One patient 
had aortic insufficiency and mitral stenosis, and an- 
other, combined aortic and mitral insufficiency. In 
7 of the 10 cases with a double mitral lesion and 4 of 
the 5 with mitral stenosis alone the cardiac disturb- 
ance was severe, whereas in 3 of the 5 with mitral 
insufficiency it was mild 

The treatment was based on the requirements of 
the particular case. In 18 of the 25 cases delivery 
occurred at term; in 6, the pregnancy was inter- 
rupted; and in 1, the woman died undelivered. In 6 
cases caesarean section with sterilization was done at 
term, and in 4, before the child became viable. Abor- 
tion was induced in 2. The pre-operative prepara- 
tion consisted of absolute rest in bed in the hospital 
for from three to fifty days, supplemented, in some 
cases, by digitalization. 

Pregnant women with severe cardiac conditions 
must be treated individually. The parity of the pa- 
tient, the period of gestation at which she is first 
seen, her ability to obey instructions, her religion, 
her desire for children, the advisability of steriliza- 
tion, and the presence of other complications must 
all be taken into consideration. When a woman with 
a decompensated cardiac lesion is seen in the early 
months of pregnancy the treatment of choice is ab- 
dominal hysterotomy and sterilization after the 
restoration of compensation. When she is seen for 
the first time after the period of viability, absolute 
rest until the return of compensation followed by 
cesarean section and sterilization performed under 


ether or local anesthesia gives the best prognosis for 
mother and child. EpWaArD L. CornELL, M.D. 


Fitzgerald, J. E.: The Management of Pregnant 
Women with Heart Disease. Am. J. Obst. & 
Gynec., 1935, 29: 53- 

Of 19,000 pregnant women, 1,350 were referred 
to the Heart Clinic, and of the latter, heart disease 
was found in 126. Therefore the incidence of heart 
disease in the prenatal clinic was 0.66 per cent. 

Of the 126 women with heart disease, 107 had 
mitral disease and of the latter, 61 showed evidence 
of stenosis. Twenty-five were colored. Only 2 had 
a positive Wassermann reaction. Eleven gave a 
history of previous heart failure. Thirty-seven have 
been under observation for more than five years. 
Only 26 gave a history of rheumatism. 

Twelve of the women had aortic disease. Of these, 
8 were twenty years of age or younger. Nine were 
colored. Five of the colored women had a positive 
Wassermann reaction. Half of the group came under 
observation in their first pregnancy. The entire 
group has been in the clinic for an average time of 
six years. 

There were seven patients with combined mitral 
and aortic lesions. All had a negative Wassermann 
reaction. Their average time in the clinic has been 
six years. Six gave a definite history of rheumatism 
or rheumatic fever. 

The most common symptom was dyspnoea on 
exertion. Of the women with mitral disease, 28 had 
intermittent dyspnoca. The next most frequent 
symptom was oedema, but this is rather common in 
late pregnancy and does not necessarily indicate 
myocardial strain. Nineteen of the 107 women with 
mitral disease, 3 of the 12 with aortic disease, and 
4 of the 7 with combined lesions had a chronic cough. 

The author calls attention to the fact that of 126 
women with severe injury of the heart, 35 had no 
symptoms at all. He states that when heart failure 
is prevented during pregnancy, disaster during labor 
or in the postpartum period is very rare. He has 
found that in the absence of obstetrical complica- 
tions necessitating other procedures delivery by way 
of the vagina yields extremely good results. 

Epwarp L. CorNnELL, M.D. 


Mahon, R.: The Obstetrical Prognosis of Large 
Uterine Fibromata (Le pronostic obstétrical des 
gros fibromes utérins). Rev. fraig. de gytéc. et 
d’obst., 1934, 29: 1041. 


Mahon reports that at the Obstetrical Clinic of 
the College of Medicine of Bordeaux, 42 fibromata 
were found in 12,000 women delivered in the period 
from 1919 to 1931. Nineteen of the fibromata were 
the size of a man’s fist or larger. Thirteen of the 19 
large fibromata were found in primipare. The 
primipare with large fibromata averaged thirty-four 
years of age. Only 2 of them were under thirty. 
Only 1 aborted. Eighteen went to term or were 
delivered of a viable infant nearly at term. Atten- 
tion is called to the fact that cases in which preg- 








OBSTETRICS 


nancy is interrupted very early do not come to an 
obstetrical clinic. 

In 13 of the 19 reviewed cases of large fibroma the 
pregnancy was entirely normal. In 5, pain occurred 
during the course of the pregnancy, suggesting the 
possibility of necrosis of the tumor, but in all was 
relieved by medical treatment. In no case was 
operation performed. 

The 18 cases of delivery at or near term included 
1 case of placenta previa in which cesarean section 
and hysterectomy were done; 1 case of breech pres- 
entation in which extraction was accomplished 
easily; 2 cases in which high forceps were applied; 
3 cases requiring surgical intervention (not including 
the case of placenta previa); and 12 cases of spon- 
taneous delivery. In 5 cases the postpartum period 
was complicated by an infection which yielded to 
medical treatment. In 1 of the latter the symptoms 
suggested also torsion of the fibroma on its pedicle. 

All of the 19 mothers were discharged from the 
clinic in good condition. Four had been subjected 
to hysterectomy. Seventeen of the children lived 
and developed normally. One infant, the child of a 
syphilitic mother, was stillborn. 

From his study of these cases and a review of the 
recent literature the author concludes that preg- 
nancy has a definite effect upon fibromata in the 
uterus. During pregnancy, uterine fibromata tend 
to hypertrophy, soften, and become necrotic. Very 
considerable necrosis may occur without causing 
clinical symptoms. Gangrenous or suppurative 
degeneration of a fibroma in pregnancy is rare. 
Pregnancy may be responsible for torsion of a 
pedunculated fibroma. While the necrosis of a 
fibroma during pregnancy may not produce symp- 
toms, it increases the chance of postpartum infection. 

Uterine fibromata tend to prevent pregnancy and, 
if conception takes place, favor the occurrence of 
abortion or miscarriage. Their effect is due in part 
to the changes in the endometrium with which they 
are associated. 

Fibromata interfere with the course of labor in 
various ways. Large fibromata, especially if pedun- 
culated or arising from the posterior wall of the 
uterus, may cause mechanical interference and pre- 
vent engagement of the head. Multiple fibromata 
may infiltrate the uterine wall and interfere with 
normal uterine contractions. Either form may cause 
an abnormal presentation. Recent statistics and the 
occurrence of 12 spontaneous deliveries in the 18 
cases reviewed by the author show that interference 
with labor occurs less frequently than might be 
expected. 

Mahon is convinced that the prognosis of large 
uterine fibromata from the obstetrical view is not 
unfavorable for either the mother or the child. 
Surgical interference is usually not indicated during 
pregnancy. A trial of labor should be permitted at 
term to determine the degree of dystocia caused by 
the fibroma. Surgical intervention will sometimes 
be necessary. Under such conditions the author pre- 
fers low cesarean section followed usually by hys- 
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terectomy but sometimes by myomectomy. When 
symptoms of puerperal infection develop in a fibro- 
matous uterus, curettage is not indicated. If sur- 
gical treatment is required, hysterectomy is the 
procedure of choice. ALICE M. MEYERS. 


Pilloni, S.: A Case of Abortion Due to Psychic 
Trauma (Su di un caso di aborto per trauma 
psichico). Clin. ostet., 1934, 36: 768. 


The author reports a lawsuit brought against a 
man for the induction of abortion by psychic trauma. 
During the evening of May 1, the woman, who 
had been amenorrhceic for two months, was fright 
ened by the threats of the accused and thereafter 
experienced a bloody discharge from the vagina. 
The discharge continued for two days, but as she 
believed it due to the onset of the menstrual period, 
it caused her little concern. On the third day, how- 
ever, she began to have intermittent abdominal 
cramps, and after a few hours a mass of coagulated 
tissue was expelled from the vagina. A physician 
was called, but examined neither the extruded mass 
nor the patient. The woman continued to bleed for 
two weeks, during which time she was not under the 
observation of a physician. On May 26 she entered 
the hospital and was subjected to uterine curettage. 

The author reviews the developments at the trial 
and the legal and medical questions involved. These 
led to the legal opinion that the abortion might well 
have been precipitated by the psychic trauma. 

A. Louis Rost, M.D. 


LABOR AND ITS COMPLICATIONS 


Hayes, W. I.: Caesarean Section: A Review of 486 
Consecutive Operations at the Women’s Hos- 
pital, Melbourne. J/ed.J. Australia, 1934, 2: 799. 


In the period of fourteen years from July, 1920, to 
June, 1934, 40,183 women were delivered in the 
Women’s Hospital, Melbourne, Australia. Of these, 
486 (1.2 per cent) were delivered by ca&sarean sec 
tion. The incidence of caesarean section was higher 
than in private practice because of the greater num- 
ber of abnormal cases admitted to public hospitals 
and the tendency of women with abnormal deliveries 
to return to the same hospital for subsequent 
deliveries. In the cases reviewed, both the classical 
and the lower uterine segment operations were done. 
The latter was usually performed when the patient 
had been in labor for some time. Of the mothers, 
29 (5.9 per cent) died. Of the children, 41 were 
stillborn and 23 died soon aiter birth, the total 
infantile mortality being therefore 13 per cent (64 
deaths). 

Of the maternal deaths, 2 per cent were caused 
by the operation and 3.9 per cent were attributed 
to the condition for which the operation was per- 
formed. 

Disproportion, obstructing tumors, certain cases 
of placenta previa, and genital atresia due to a 
newgrowth or cicatricial tissue may be considered 
as absolute indications for cesarean section. In the 
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cases of women suffering from medical conditions, 
including eclampsia and renal toxemia, the treat- 
ment should be conservative as a rule and operation 
should be undertaken only with full knowledge of its 
risks. 

Of the cases reviewed, the operation was done for 
contracted pelvis and disproportion in 319 with a 
maternal mortality of 2.8 per cent (6 of the 9 women 
who died were frankly septic); for eclampsia in 44, 
with a mortality of 20 per cent (the 9 deaths due to 
such conditions as toxemia); for renal toxemia in 
20, with a mortality of ro per cent (the 2 deaths due 
to eclamptic toxemia); for placenta pravia in 35, 
with a mortality of 2.9 per cent (the 1 death due to 
pulmonary embolism); for accidental haemorrhage 
in 14, with a mortality of 21 per cent (2 of the 3 
deaths due to hemorrhage and 1 the result of 
uremia); for stenotic conditions in 14 with no 
mortality; and for medical conditions such as mitral 
stenosis in 8, and cardiac failure, pulmonary tuber 
culosis, pneumonia and cardiac failure, multiple 
neuritis, and dementia precox in 1 case each. In 
the cases of medical complications there were 3 
maternal deaths—z2 of cardiac failure and 1 of pul- 
monary tuberculosis. Repeated sections for condi- 
tions other than contracted pelvis were done in 8 
cases with no mortality. These cases included 5 of 
malpresentation, 3 of prolapse of the cord, 2 of 
hydrocephalus, 1 of infected uterus, 1 of repeated 
stillbirth, and 1 of abdominal haemorrhage. The 
only death in the cases of repeated cesarean section 


was that of the woman operated upon because of 
abdominal hemorrhage, who died from further 
hemorrhage due to an ineffective ligature. 

A postmortem cesarean section was done in 6 
cases. The cause of the death of the mother was 
eclampsia in 3 and tuberculous bronchopneumonia, 
chronic nephritis with cerebral hemorrhage, and 
rupture of the uterus in 1 case each. Two living 
children were delivered—one in the case of a 
woman with eclampsia and the other in the case of 
the woman who died of chronic nephritis. 

There were 12 cases of ruptured uterus. In 4, the 
uterus was already ruptured when the woman 
was admitted to the hospital. In 4, the rupture 
followed a previous cesarean section. In the cases 
in which the uterus was already ruptured when the 
woman entered the hospital, hysterectomy was done. 
Two of the women died on the operating table and 
two died later from infection. Of the cases of rup 
ture following a previous cesarean section, hysterec- 
tomy was done in 3 and re-suture of the uterine scar 
in 1. In these cases there were no deaths. Of the 
remaining 4 cases in which the rupture occurred in 
the hospital, it was probably due to the medical 
induction of labor in 2. Hysterectomy was done in 
all. Two of the mothers died. The total mortality 
in the cases of uterine rupture was 50 per cent. The 
cases of survival were those in which no attempts at 
delivery had been made and the operation was per 
formed soon after the occurrence of the rupture. 

CHARLES Baron, M.D. 























ADRENAL, KIDNEY, AND URETER 


Kimbrough, J. C.: The Surgical Treatment of 
Hydronephrosis. J. Urol., 1935, 33: 97- 


The indications for surgical treatment in cases of 
hydronephrosis are as follows: 

1. Fibrous changes and infiltrations of the ure- 
teral wall causing thickening and contraction with 
atresia of the lumen of the ureter. 

2. Periureteral fibrosis with angulation and con- 
striction of the ureter. Cases have been observed in 
which the ureteral sheath appeared to have become 
shortened, the ureter therefore having been forced 
to assume a tortuous course within it. As the exter- 
nal appearance of the sheath in such cases may not 
be abnormal, this condition is often overlooked at 
operation, 

3. Anomalous vessels to the lower pole of the 
kidney causing angulation at the ureteropelvic junc- 
ture or disturbing the peristaltic wave. Quinby and 
others have noted that an anomalous artery located 
in proximity to the ureter but causing no mechanical 
obstruction may interfere with ureteral persistalsis 
and produce dilatation of the renal pelvis by its pul- 
sation, 

4. Insertion of the ureter into the side of the pelvis 
to form a valve-like outlet which closes with intra- 
pelvic pressure. 

5. An anomalous position of the kidney causing 
angulation and obstruction of the upper portion of 
the ureter. The most common cause is nephroptosis, 
and a less frequent cause, renal rotation. If the 
upper part of the ureter becomes fixed by periure- 
teral adhesions, a moderate renal excursion may 
produce obstruction. Congenital anomalies causing 
obstruction are often bilateral but vary in degree so 
that the hydronephrosis may appear much earlier 
on one side. 

6. Neuromuscular dysfunction due to imbalance 
of the autonomic nerve supply of the kidney and 
ureter. 

The author emphasizes the importance of ne- 
phrostomy to sidetrack the urine from the site of 
operation. Next in importance is splinting of the 
ureter by the introduction of a ureteral catheter 
from the nephrostomy wound. To prevent angula- 
tion the kiduzy should be suspended. Renal sym- 
pathectomy may be done. 

.The ureteral splint should be removed after from 
four to six days. The nephrostomy tube may be re- 
moved as early as the third week. The patient should 
be kept in the Trendelenburg position for at least 
two weeks. : 

The late postoperative treatment should consist 
of dilatations of the ureter. 

J. Sypney Ritter, M.D. 
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Caporale, L.: The Dynamic Hydronephroses and 
Sympathectomy of the Ureter. J. Urol., 1935, 
33: 83. 

The author reports a study undertaken to deter- 
mine the part played by the sympathetic nervous 
system in the development of hydronephrosis. He 
interfered with the nerve supply of the ureter by 
the following procedures: (1) removal of the nerve 
libers in the serosa of the ureter, (2) denervation and 
the application of isophenol to the denervated area, 
and (3) denervation, phenolization, and the applica- 
tion of a cuff of cellophane around the ureter. 

He found that denervation was followed first by 
an increase in the ureteral contractions and then by 
gradual cessation of these contractions and a de 
crease in renal secretion. From this study he con- 
cludes that segmentary sympathectomy of the 
ureter will produce, primarily, atony in the tract 
itself and secondarily, a gradual periureteral atony 
which culminates in progressive hydro-ureterne 
phrosis. He therefore believes his experiments sup- 
port the dynamic theory of hydronephrosis which 
until very recently was based on hypotheses. 

In conclusion he says that his experiments empha 
size the necessity for gentleness in the performance 
of uretero-ureterostomy and ureteroneostomy and 
in isolation of the ureter in gynecological operations 

J. Sypney Rirrer, M.D. 


Gibson, T. E.: Nephrectomy Versus Autonephrec- 
tomy in Renal Tuberculosis. J. U/rol., 1935, 33: 
145. 

Autonephrectomy is commonly defined as a stric- 
ture of the ureter which completely closes the ure 
teral lumen so that no secretion reaches the bladder. 
In other words, it is defined as a renal occlusion. 
This definition is incorrect. The term ‘‘autonephrec- 
tomy” should be applied only to cases of renal tu 
berculosis with both complete closure of the ureter 
and complete destruction and transformation of the 
kidney into a quiescent, shrunken, caseosclerotic 
mass which renders surgical nephrectomy unneces- 
sary. 

Gibson reports two cases of unilateral renal tuber- 
culosis which are examples not only of renal occlusion 
but also of true autonephrectomy as the destruction 
of the kidney by the disease process was such that 
the organ was not dangerous to the patient and its 
surgical removal was apparently not indicated. One 
of the patients gave a history of thirty-five years’ 
duration, yet enjoyed excellent health without surgi- 
cal removal of the kidney. In addition, this patient 
presented an unusual degree of calcification of the 
kidney and ureter. 

Approximately o.5 per cent of tuberculous kidneys 
undergo complete calcification. With quiescent 
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total calcification coincident with a normal condition 
of the bladder the prognosis appears to be equally 
good whether the patient is treated medically or 
surgically. This condition is an autonephrectomy in 
the true sense of the word because surgical nephrec- 
tomy is apparently not necessary. 

Renal occlusion produces two general types of 
cases, one with tumor and the other with atrophy 
of the affected organ. Large occluded tuberculous 
pyonephroses resulting from secondary infections 
are not properly classified as autonephrectomies be- 
cause they are definitely a potential source of danger 
to the patient and require surgical treatment. The 
diagnosis and treatment depend upon the findings of 
a complete urological investigation. If a diagnosis 
of occluded renal tuberculosis is made careful judg- 
ment must determine whether surgical treatment is 
indicated or not. If there is complete cessation of all 
symptoms with complete destruction and transfor- 
mation of the kidney into a shrunken caseosclerotic 
mass which has removed itself from the sphere of 
danger to the patient, nephrectomy is not necessary. 

In the problem of nephrectomy versus autone- 
phrectomy theconclusionseems justified that incertain 
cases of unilateral renal tuberculosis conforming to 
the definition of autonephrectomy suggested by the 
author, nephrectomy is not necessary or at least the 
risk of non-interference is no greater than the risk of 
nephrectomy. C. Travers Stepita, M.D. 


BLADDER, URETHRA, AND PENIS 


Munro, D., and Hahn, J.: Tidal Drainage of the 
Urinary Bladder. A Preliminary Report of This 
Method of Treatment As Applied to ‘Cord 
Bladders,”’ with a Description of the Apparatus. 
New England J. Med., 1935, 212: 229. 

The apparatus for tidal drainage of the urinary 
bladder which is described by the authors alternately 
fills the bladder to a predetermined height and then 
empties it by a combination of siphonage and gravity 
flow. When evacuation is complete the siphon is 
intercepted. After being put into action the system 
works automatically. The authors recommend this 
type of drainage for all types of cord bladders. They 
classify cord bladders as: (1) atonic cord bladders, 
(2) autonomic cord bladders, (3) hypertonic cord 
bladders, and (4) uninhibited reflex cord bladders. 

THEOPHIL P. Graver, M.D. 


Pfahler, G. E., and Vastine, J. H.: Roentgen 
Diagnosis and Treatment of Tumors of the 
Bladder. J. Am. M. Ass., 1935, 104: 609. 

The authors advise air cystography as an adjunct 
to cystoscopy in the diagnosis of bladder tumors. In 
this procedure the bladder is filled with air through 
a catheter up to the point at which the patient expe- 
riences the sensation of a full bladder. Anterior and 
posterior roentgenograms and in some instances 
oblique roentgenograms are then made. In none of 
the several hundred cases in which the authors have 
made a cystographic examination with air has air 


embolism or emphysema of the pelvic tissues 
occurred. 

By means of air cystograms tumors of the bladder 
ranging in size from 1 to 8 cm. can be demonstrated 
and their enlargement or reduction recorded photo 
graphically. Tueopuit P. Graver, M.D. 


Hinselmann, H.: What Does Leucoplakia of the 
Penis Teach Us? (Was lehren uns die Penisleu 
koplakien?). Zentralbl. f. Gynaek., 1934, p. 1992. 

Leucoplakia of the penis was observed first b, 
Perrin. Later it was reported by Kraus, Genner, 
Nielsen, and others. Up to January, 1931, about 
fifty cases were studied and recorded. 

In a new case operated upon by Neller, Hinsel 
mann investigated the relation of leucoplakia o| 
the penis to leucoplakia of the uterus. He con 
cluded that, like leucoplakia of the portio, leuco 
plakia of the penis is the starting point of carcinoma 
This conclusion is supported by the facts that nine 
(18 per cent) of fifty-one cases of leucoplakia of the 
penis reported in the literature showed carcinoma 
and carcinoma is found in 23 per cent of the matri) 
areas in the female genitalia. 

Biopsies from an area of leucoplakia to establish 
the diagnosis of carcinoma are to be condemned 
since, as only a fraction of a section may show car 
cinoma, the probability of obtaining the carcinoma 
tous tissue for microscopic examination by biops\ 
is practically nil and the possibility of making a 
disastrous negative diagnosis of carcinoma is very 
great. Only complete excision of the leucoplakia is 
justifiable. Partial excision is both theoretically 
and actually dangerous because it may be followed 
by a fulminating carcinomatous growth, as in a case 
seen by Herzfeld. If a partially carcinomatous 
leucoplakia is not radically removed by operation, 
it will progress with absolute certainty to carcinoma 
whether it is in the portio or on the penis. Lik: 
carcinomata of the portio having their origin in 
leucoplakia, carcinomata of the penis of simila: 
origin require many years for their development. 

Retrogression of a fully developed leucoplakia o| 
the penis has not been observed by Hinselmann. .\ 
syphilitic leucoplakia of the portio, after retrogres 
sion, recurred at the same site several years late: 
Only the prolapse leucoplakias, which are uniqu: 
also microscopically, may disappear under prope! 


therapy. This is readily understood as they arise 


from the irritation produced by the prolapse and 
disappear when the irritation is removed. 

The matrix areas in the penis are also recognize:| 
more easily with the aid of the colposcope. In thi 


case reported, the carcinoma appeared as a swelling 


within the area of leucoplakia. This is never tru: 
in the portio. The chief differences between leuc: 


plakia of the penis and leucoplakia of the portio are 
that the former causes subjective complaints and is 
amenable to radical surgical therapy, whereas the 


latter develops without symptoms and its treatmen! 
is functionally and psychically of no avail. 
(SCHILLER). Marutas J. SerrFert, M.D 
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GENITAL ORGANS 


Achenbach, S.: The Treatment of Varicocele (Zur 
Behandlung der Varicocele). Chirurg., 1934, 6: 747. 


The author rejects the theory frequently advanced 
that resection of the pampiniform plexus is the 
‘normal procedure” in varicocele. The defects of 
the method are evident not only in the frequent 
immediate sequel (necrosis of the testicle and huge 
scrotal hematomata) but also in late complications 
(atrophy of the testicle and hydrocele). 

On the basis of his own experience Achenbach 
recommends the less radical scrotal resection sup- 
plemented by a Bassini operation when an inguinal 
hernia is present. In all of his cases so treated the 
subjective symptoms were relieved almost com- 
pletely. 

Resection of the plexus is associated with a num- 
ber of dangers. When the surgeon has been too 
radical the flow of venous blood from the testicle 
may not be sufficient. As the result of knotting of 
the venous stumps with one another the resected 
veins may become patent again. The internal 
spermatic artery, which is difficult to recognize and 
isolate, may be ligated accidentally. Moreover, it 
is usually impossible to avoid resection of the fine 
nerves leading to the testicle, which frequently 
results in subsequent atrophy of the organ. 

In the recent literature the advice is frequently 
given to try conservative methods (cold baths and 
douches, the wearing of a suspensory) first, espe- 
cially in cases with mild subjective symptoms and 
when there is a marked disproportion between the 
objective findings and the complaints of the patient 
(neurasthenics and sexual neurotics). 

The author hesitates to recommend injection of 
the venous plexus with corrosive substances because 
of the danger of a marked perivascular reaction with 
injury to artery and nerve branches. 

(W. Ponte). Joun W. BRENNAN, M.D. 


Cecil, A. B.: The Extrusion Operation for Tubercu- 
losis of the Epididymis. J. Urol., 1935, 33: 160. 


In the technique described by the author the 
scrotum is cleaned and any tuberculous sinuses 
present are painted with pure carbolic acid. The 
scrotum is then seized and gentle pressure is made 
above the testicle. An elliptical incision is made 
through the skin around the sinus and while the 
pressure above the testicle is maintained with the 
hand, very light elliptical cuts are made concentri- 
cally close around the elliptical skin incision, bands 
of tissue being divided directly down to the tunica 
vaginalis. When the cuts are kept close to the cen- 
tral portion of skin a thick scrotal wall is main- 
tained, opening of abscesses is avoided as any ab- 
icesses can be seen, and the tissues can be cut lightly 
further out. As the cuts are made, the testicle and 
epididymis become extruded from the scrotum and 
all bleeding points can be seen and ligated. Ligation 
of bleeding points is important to insure a dry scrotal 
bed to which to return the testicle. 
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In this manner the testicle is extruded through the 
wound rather than delivered as is done when the so- 
called high incision is made, and trauma is avoided. 
The scrotum, which has not been in any way con 
taminated, is immediately wrapped with salt packs, 
covered with a towel, and kept surgically clean. 
The placing of packs under the testicle completes 
the preparation for epididymectomy. The tunica 
vaginalis is then opened and the epididymis sep 
arated from the testicle. The epididymis and testicle 
are both wrapped in warm salt packs and set aside. 
A clamp is pushed up along the vas until it reaches 
the external ring. A small nick is then made over 
the tip of this clamp and another clamp is pushed 
down along the same path. The latter is used to 
clamp off the vas. The vas is cut between two clamps 
and thoroughly carbolized. The clamp and vas are 
then drawn upward to bring the vas out in the groin. 
At no time is the clamp removed from the vas. 
Ligation of the vas is not attempted. 

A single stitch is passed through the nick and the 
suture then lightly tied about the vas. The clamp 
with the vas still fastened in it is wrapped in gauze 
and strapped to the abdomen. The scrotum is pulled 
down over the testicle and closed by interrupted 
dermal sutures. A dry dressing is applied without 
collodion. The scrotum is supported with a binder. 

After seven or eight days the vas comes away at 
the level of the skin in much the same manner as the 
umbilical cord shrivels and dies. In cases in which 
the vas has seemed to keep up its blood supply a 
ligature has been lightly tied around it at the skin 
level to cause it to slough. 

The advantages of this operation over the so 
called high incision procedure are summarized as 
follows: 

1. Soiling of the scrotal bed is avoided at all times. 

2. The extrusion of the testicle through the scro 
tum with the sinus formation attached renders 
multiple incisions unnecessary. 

3. Trauma is avoided. 

4. Theentire thickness of the scrotum is preserved. 

5. Bleeding points can be seen and taken up as 
concentric cuts are made. 

6. Soiling of the wound by the vas is prevented. 

7. The wound heals by primary intention in a 
large majority of the cases. 

C. Travers Steptta, M.D 


MISCELLANEOUS 


Hansen, J.: Experiences and End-Results in In- 
juries of the Urinary Passages ([rfahrungen und 
Ergebnisse bei Verletzungen der Harnwege). /rgebn. 
d. Chir., 1934, 27: 470. 

The author reports on 17 cases of bladder injury, 
60 cases of kidney injury, and 135 cases of injury of 
the urethra. 

Of the cases of bladder injury, 70 per cent were 
fatal. The high mortality was due chiefly to the 
severity of the injuries, most of which were compli 
cated by fractures of the pelvis and severe hamor 
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rhages occurring into the pelvic connective tissue 
and extending far into the retroperitoneal tissue. In 
such cases the danger of phlegmonous urine infiltra- 
tion is very great. It is therefore unwise to be satis- 
fied with the introduction of a retention catheter 
even if at first it seems sufficient. The treatment of 
choice is suprapubic cystotomy. Hansen believes 
that in its execution the introduction of a urethral 
catheter is injurious. After the tear in the bladder 
has been well sutured, suprapubic drainage with a 
very large rubber tube is sufficient. The treatment 
of so-called intraperitoneal rupture of the bladder 
in which laparotomy is necessary and, if possible, 
extraperitonealization of the site of the tear is done 
by Hildebrandt’s technique —is the same. Hansen 
discusses the literature on the occurrence and signs 
of rupture of the bladder. As in all of his cases the 
rupture occurred in association with fractures of the 
pelvis, the injuries were not tears but punctures. 
['raumatic rupture of the bladder is not very com- 
mon. The cause of death after rupture is hamor- 
rhage, sepsis, or uremia, not peritonitis. 

Of the 60 reviewed cases of kidney injury, 47 were 
treated expectantly with a mortality of 8 per cent 
and 12 were treated surgically with a mortality of 
50 per cent. In discussing the causation of rupture 
of the kidney, Hansen attaches some importance to 
Kuester’s theory of adduction movements of the 
lower ribs and direct crushing or bursting of the 
organ. However, he rejects Kuester’s theory that 
hydraulic pressure is the cause of the rupture. For 
diagnosis and determination of the operative indica- 
tion the author advises excretion urography as the 
nature and duration of the hemorrhage does not 
permit definite conclusions as to the severity of the 
injury. In only 7.5 per cent of the reviewed cases 
was stone formation found after the kidney injury. 
l'raumatic hydronephrosis was observed in only to 
per cent. The occurrence of traumatic floating 
kidney is disputed. Tuberculosis and tumor of the kid- 
ney never occur as the consequence of accidental in- 
jury to the organ. However, all later examinations 
reveal some degree of pyelonephritis. The operative 
treatment of choice is nephrectomy, which alone 
seems to give a good result. 


In the 135 cases of urethral injury reviewed the 
total mortality was 29 per cent, but if the hopeless 
cases are excluded, it was only 14 per cent. The 
postoperative mortality was 43 per cent, but if the 
hopeless cases are excluded it was only 28 per cent 
In all cases in which a residual catheter was em 
ployed, whether they were treated surgically or 
expectantly, evidences of infection appeared after a 
few days. These ranged from mild phenomena to the 
most severe urinary phlegmons and abscesses and 
were attributable undoubtedly to the residual cath 
eter. In all but about 1o per cent of the cases this 
infection caused later complications of much mor 
importance than strictures and_fistula—usuall 
pyelonephritic conditions in both kidneys, con 
tracted kidneys, and enormous stone formations 
The author therefore opposes the use of the residual 
catheter in any form. For the milder cases of in 
complete rupture of the urethra he advocates expect 
ant treatment and for all others immediate supra 
pubic cystostomy and later suture of the urethra 
without the introduction of a catheter from thi 
perineum. In the cases reviewed the incidence o/ 
anatomical healing was low—under to per cent 
Clinical cure was obtained in 26 per cent of 43 cases 
treated expectantly, 27 per cent of 4o treated by 
suprapubic section, and 35 per cent of 14 treated 
by low section. The incidence of healing obtaine: 
by all methods was approximately 30 per cent. 

(JANSSEN). Leo A. JuHNKE, M.D 


Howard, M. E., and Strauss, M. J.: Lympho- 
granuloma Inguinale. A Report of Sixteen 
Cases In and Around New Haven. New Englaid 
J. Med., 1935, 212: 323 

Of the sixteen patients whose cases are reported 
by the authors, eleven were males. In all of th 
cases there was a positive reaction to Freis’ antigen 

In all of the females the condition was associated 

with stricture of the rectum. The cases were of long 

standing. Two of males were observed before sup 
puration of the inguinal glands had taken place 

Repeated intradermal or intravenous injections 0! 

Freis’ antigen caused discharging sinuses to heal. 

THEOPHIL P. GRAUER, M.D 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Maxwell, J. P.: Further Studies in Adult Rickets 
(Osteomalacia) and Fetal Rickets. Proc. Roy. 
Soc. Med., Lond., 1935, 28: 265. 


Maxwell discusses rickets from the standpoint of 
the obstetrician. He first describes a pelvis severely 
deformed by osteomalacia which was obtained from 
Shansi, China, and is now in the museum of the 
Royal College of Surgeons. This pelvis is so con- 
tracted anteriorly that the acetabula open almost 
forward. The height of the pelvis is almost exactly 
half the width. The anterior part of the outlet is 
\-shaped instead of the normal wide oval, and the 
edges are rough and jagged. The width from the 
outer edge of one ischial tuberosity to the other is a 
little less than two-fifths of the width from one iliac 
crest to the other. 

The specimen was obtained at autopsy from the 
body of a woman thirty-nine years of age who died 
following a caesarean operation. The generalized 
skeletal deformity, especially an overlapping of the 
ribs on the ilium on one side, rendered delivery very 
difficult. The lumbar spine was ankylosed between 
the transverse and spinous processes. 

Next described is the extremely deformed and 
asymmetrical pelvis of a woman of forty-three years 
who died after delivery of a dead fetus at term by 
cesarean section. The baby had fetal rickets. The 
mother gave a history of osteomalacia with pain in 
the back and legs, diminution of height, and tetany. 
The ends of all of the long bones and the ribs showed 
irregularities and imperfections of ossification. The 
vertebre showed bulging of the intervertebral disks 
into the osteoporotic bodies, which is characteristic. 

The author reports the case of a woman twenty- 
nine years old in whom osteomalacia developed 
rather rapidly after a normal delivery. The blood 
calcium was 7.3 mgm. and the blood phosphorus 
4.0 mgm. per too c.cm. The calcium content of the 
patient’s milk was low: 17.7 mgm. Two months 
after delivery the pelvis was so deformed that an- 
other normal delivery would have been impossible. 

The author holds that osteomalacia and rickets 
are very closely related, if not the same disease in 
different periods of life. It has been stated that in 
India all babies born of osteomalacic mothers tend 
to develop rickets and some of them develop tetany. 
The author cites three Chinese women who had both 
the bow legs or knock knees of rickets and the de- 
formed pelvis of osteomalacia. While pain in the 
legs and back is a common symptom of osteomalacia, 
rickets is never a painful disease. 

Sixteen cases of fetal rickets are reported in tabu- 
lar form. In fourteen, the mother had osteomalacia. 
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The occurrence of fetal rickets should be suspected if 
the mother’s blood calcium is low or if the product of 
the blood calcium times the blood phosphorus is 
under 20. Evidence of rickets has been found by 
microscopic examination of fetal bones when roent- 
gen examination showed no signs of it. The bones 
in fetal rickets show lower figures for dry weight, 
weight of ash, calcium content, and phosphorus con 
tent. In one case the early diagnosis of fetal rickets 
was confirmed by defects in the development of the 
enamel of the teeth when they came through. 

Calcium-phosphorus metabolism and physiological 
chemistry in general are discussed. 

WILLIAM ARTHUR CLARK, M.D 


Vastine, J. H., and Bacon, E. P.: Osteitis Tubercu- 
losa Multiplex Cystica, with a Report of Two 
Cases. Radiology, 1935, 24: 22. 

The type of bone tuberculosis discussed by the 
authors was probably first described by Kreibish in 
1904, but was first called “osteitis tuberculosa mul 
tiplex cystica” by Juengling in 1920. It occurs in 
the shafts of long bones, including the phalanges. 
Unlike the metaphyseal form of tuberculosis, it 
forms multiple lesions. It probably has its origin in 
tuberculous lymph nodes in the chest and is dis 
seminated through the blood stream. ‘The result of 
each lesion is a cyst. The cortex is thin and some 
times expanded. As pain is absent and there may 
be no swelling over the affected bone, the disease is 
often unrecognized. It is probably present in many 
cases of infantile tuberculosis. ‘There are records of 
cases in which the cortex broke down, an abscess 
appeared in the soft tissues, and a sinus was formed 
through the skin. 

Fever occurs oniy when a secondary infection has 
developed. Anemia, leucopenia, and lymphocytosis 
constitute the usual blood picture. The normal 
chemical character of the blood differentiates this 
tuberculous cyst condition from osteitis fibrosa 
cystica. The diagnosis is made by roentgen examina- 
tion. A positive tuberculin and a negative Wasser- 
mann reaction are important findings. 

The authors report two cases. ‘The first was that 
of a male infant seventeen months old who had had 
lumps on the fingers, wrists, ankles, and feet since 
he was six months old. The skin over the swellings 
had ulcerated. The child was under normal weight. 
Examination disclosed infected tonsils, moderate 
rickets, and multiple hard and painless swellings on 
the feet, hands, forehead, forearms, and ankles. ‘The 
blood count showed anemia. The blood calcium 
was 7 mgm. per 100 c.cm. of serum. Urinalysis was 
negative. Biopsy on a fragment of the fibula showed 
typical tubercles in the granulation tissue, areas of 
necrosis, active bone proliferation near the granula 
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tions, and no typical bone marrow. During the six 
weeks the child was in the hospital his general con- 
dition improved. Five weeks later the bony swell- 
ings on the forehead had disappeared and those on 
the hands were smaller. 

The authors’ second case was that of a boy two 
years old who had hard, painless swellings on the 
back of the hand and at the angle of the jaw and 
was suffering from tuberculous bronchopneumonia 
and otitis media. Examination of the blood showed 
anemia. The blood calcium was 8 mgm. per 100 
c.cm. The Wassermann test was negative, but the 
tuberculin test was positive. Urinalysis was nega- 
tive. During the four weeks the patient was in the 
hospital there was no improvement in the bone 
lesions, but the tuberculous bronchopneumonia and 
otitis media were relieved. 

In such cases the roentgenogram shows rarefaction 
originating in the marrow and producing a spotty 
appearance. The lesion may spread diffusely or 
remain circumscribed. In the phalanges multiple 
lesions are the rule. In the diffuse type the cortex 
and medulla cannot be differentiated. The bone is 
usually increased in diameter and may show scle- 
rosis. The bone atrophy which is so characteristic 
of the common form of joint tuberculosis is not 
prominent. In the circumscribed type the lesions 
have a punched-out appearance and the very thin 
cortex is either expanded or destroyed. This is said 
to represent a healing stage. In the authors’ first 
case, an example of the circumscribed type, the 
lesion remained stationary for several years. In the 
right tibia and fibula several stages of cystic tuber- 
culosis could be found: the diffuse type, the sharply 


circumscribed type, the quiescent type, and a rup- 
ture through the cortex with sinus formation. In 
the second case roentgen examination showed areas 
of decreased density in the jaw and similar and 
sharply punched-out areas in the bones of the hand. 
Fifty-six months later these areas had disappeared 
in the jaw and had practically disappeared in the 


hand. WIitttaAm Artuur CLark, M.D. 


Van der Linden, P.: Periarticular Injections of 
Novocain in the Management of Sprains and 
Traumatic Arthritis (Periartikulaere Novocainein- 
spritzungen als Behandlung der Verstauchungen und 
traumatischen Arthritiden). Zéschr. f. orthop. Chir., 
1934, O01: I19. 


According to Leriche, the afferent nerve fibers and 
the sensory bodies in the joint tendons are of great 
importance in joint conditions as, through them, 
sprains may give rise to long or shcrt reflexes which 
influence the muscles, bones, and synovial membrane 
of the affected joint by way of the sympathetics. 
Leriche found that by the perivascular injection of 
a local anesthetic, it was possible temporarily to 
overcome the limitation of movement and the pain 
in the joint except in cases with gross anatomical 
injuries to the joint surfaces. The beneficial effect 
lasted much longer than the usual local anesthesia. 
The freedom from pain lasted for hours and often 
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even for days. When the pain recurred, the injec- 
tion was repeated. Cure resulted after from four 
to six injections. 

At the Grange-Blanche Hospital, Lyons, this 
treatment has been employed over a period of years 
as the procedure of choice for all cases of sprain and 
traumatic arthritis. It is begun as soon as fracture 
or other severe anatomical injury has been ruled out 

After disinfection of the skin, a 1 per cent solution 
of novocain without adrenalin is injected in the 
region of the articular ligaments, particularly at the 
sites which are painful on palpation. The maximum 
amount of the solution injected is between 30 and 
40 c. cm. When the pain recurs the injection is 
repeated. 

The author reports a number of cases showing 
the value of this treatment. 

(Deus). Jacop FE. Krier, M.D. 


Paulian, D.: Research on the Myopathies (Re 
cherches sur les myopathies). Presse méd., Par., 
1934, 42: 2007. 

The following five clinical types of myopathy have 
been described in the literature: (1) pseudo-hyper 
trophic paralysis, (2) the Leyden-Moebius type, (3 
the juvenile type or scapulohumeral type of Erb, (4 
the facioscapulohumeral type (Landouzy-Déjerine) 
and (5) the Zimmerlin type. 

Fourteen cases have been studied by the author 
In seven, the condition began before the age of fif 
teen years. In almost all there were trophic dis 
orders, contractions, and vasomotor disturbances 
A relation of infection to the onset could not be 
established definitely. Only three patients gave a 
family history of similar conditions and in only two 
cases did trauma seem to be related to the onset. 

The author describes the changes found in the 
brain and cord by Foix and Nicolesco and the results 
of studies of muscle fibers obtained by biopsy from 
four cases of pseudohypertrophic muscular dys 
trophy. The latter have been reported previously 
by the author in collaboration with Scriban. 

Paulian believes that, in general, the myopathies 
are due to defects of intra-uterine development and 
can be explained best on an embryological basis. 

Marsu W. Poote, M.D. 


Chaumet, G.: Painful Conditions of the Brachio- 
scapular Region and Their Treatment With 
Physical Agents (Les algies scapulobrachiales et 
leur traitement par les agents physiques). Presse 
méd., Par. 1934, 42: 2053. 


Chaumet describes a clinical syndrome character 
ized usually by persistent pain in the shoulder with 
moderate limitation of the movement of the shoulder 
joint, atrophy of the deltoid muscle, and tenderness 
on pressure over certain points. In some cases there 
may be pain radiating down the arm and atrophy of 
muscles other than the deltoid with more marked 
functional disability of the shoulder joint. This 
syndrome has been given the name “‘scapulohumera! 
periarthritis.”’ 
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Abduction of the arm is not difficult in the begin- 
ning, but becomes more limited until the arm cannot 
be raised above the horizontal. The limitation is due 
to involvement of the subacromial bursa, the tendon 
of the supraspinatus, and the head of the biceps. 

Tenderness is found over the tip of the acromion 
and in front of the shoulder over the head of the 
humerus. Roentgen examination is very useful in 
differentiating this condition from conditions caus- 
ing cervicobrachial neuralgia and from injuries of the 
shoulder. It may reveal osteoporotic changes in the 
scapula or humerus or calcification in the soft tissues 
in the subacromial bursa or along the tendons of the 
supraspinatus or biceps. 

Of the physical agents used, deep heat obtained by 
diathermy or infrared irradiation is beneficial, but 
the author finds roentgen irradiation most effective. 
He administers a moderate dose two or three times 
weekly anteroposteriorly and from the lateral posi- 
tion. Benefit becomes apparent after from a week 
to a month and complete cure is the rule. The cal- 
cium deposits gradually disappear. Chaumet almost 
always supplements the roentgen treatment by infra- 
red irradiation. Marsu W. Pootr, M.D. 


Sejhar, J.: The Tennis Arm: Its Cause and Treat- 
ment (Tennisarm—Ursache, Behandlung). Rozhl. 
Chir. a Gynaek. C. chir., 1934, 13: 184. 

Thirty per cent of joint injuries due to sports in- 
volve the region of the elbow joint. The clinical 
picture of the so-called ‘‘tennis arm” is characterized 
by pain in the region of the lateral epicondyle. There- 
fore some orthopedists have attributed the condition 
to a so-called epicondylitis. Others have denied the 
occurrence of epicondylitis. At first, the pain occurs 
only during strenuous use of the arm. Later, it may 
gradually become more severe and radiate along the 
radial side of the forearm to the fingers and into the 
upper arm. It is then associated with very trouble- 
some weakening of the muscular power of the arm, 
and eventually it is present even when the arm is at 
rest. 

The objective findings, especially in the chronic 
forms, frequently show no abnormalities. The mo- 
bility of the joint is not limited, and in the majority 
of cases roentgen examination fails to reveal any 
change which will explain the severe pain. Even in 
chronic cases a positive roentgen finding is excep- 
tional. Possible causes of the condition are: 

1. An injury of the muscular and tendinous soft 
parts, especially the extensors and supinators of the 
hand (intramuscular hemorrhages, the deposition 
of calcium salts, and possibly even new bone forma- 
tion); tears of the muscle insertions (particularly of 
the brachioradialis muscle and the extensor carpi 
radialis longior), and injury of the fascia and the 
perimysium. 

2. A true periostitis of the external epicondyle of 
the humerus. 

3. Bursitis. The bursa in question is not always 
present and its bilateral occurrence is especially in- 
frequent. It lies under the insertion of the extensor 
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musculature in the region of the epicondyle and 
normally measures 1 by 0.5 cm. In the presence of 
the inflammation it varies in size and in its relation- 
ship to the surrounding structures. When the depo- 
sition of calcium occurs the roentgen picture may be 
confused with that of periostitis of the epicondyle. 
Carp attributed tennis arm in five men and three 
women to such a bursitis. 

4. Neuralagia or neuritis (radial and lateral ante- 
brachial cutaneous nerves). 

5. Changes in the joint capsule, especially chronic 
inflammation, on the volar side of the collateral 
radial ligament. 

6. Subluxation of the head of the radius with 
possibly pinching of the stretched joint capsule in 
the joint space. 

7. Injuries and strangulations of the annular 
radial ligament (Mills). According to the statistics of 
Knoll, true severe articular changes were not found 
in forty-five German tennis players who were sub- 
jected to repeated examinations. Another investi- 
gator was able to find a severe arthritis deformans 
of the head of the radius in the case of only one 
tennis player. A circumscribed so-called periarth- 
ritis humeroradialis is probably very seldom the 
cause of the pain. 

Just as varied as the etiological factors of the con- 
dition are the methods of treatment. The procedure 
of choice consists in directing the patient to avoid 
every activity causing the pain and immobilizing the 
elbow joint at a right angle for from three to four 
weeks by a removable rectangular splint applied on 
the flexor surface. The particularly painful spots 
should be well padded. According to Carp, bursitis 
is best treated by causing the bursa to burst by in 
creased pressure under general anesthesia. If this is 
not successful the bursa should be removed by oper- 
ation. 

9. As surgical treatment, Hohmann recommends, 
for chronic cases, separation of the fibers of the 
extensor carpi radialis from their bony insertion on 
the epicondyle. He claims that this procedure has 
a favorable effect on the periosteal irritation. How- 
ever, it may fail and in some cases may even cause 
the condition to become worse. Other surgeons 
recommend chiseling off the entire epicondyle. 

(IRSIGLER). Harry A. SatzMann, M.D. 


Kadrnka, S., and Mach, R.: Hygromata of the 
Epicondylian and Bicipital Bursz Containing 
Rice Bodies. A Contribution to the Clinical 
and Roentgen Study of Chronic Bursitis (Hy 
gromas a grains riziformes des bourses épicondyli 
enne et bicipitale. Contribution a l’étude clinique 
et radiologique des bursites chroniques). Rev. 
d’orthop., 1935, 22: 26. 

The case reported was that of a man forty-one 
years old who, at the age of sixteen years, sustained 
an injury to both elbows with resulting atrophy of 
the forearms for which he was exempted from mili- 
tary service. Five months before his admission to 
the hospital he had fallen and struck on his left 
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elbow. A large swelling believed to be a hematoma 
developed around the joint. When the patient was 
admitted to the hospital the elbow presented large 
fusiform swelling and was held in a position of slight 
flexion and pronation. Extension and rotation were 
limited. 

The roentgenogram showed two affections: a 
luxation of the elbow due to a pathological fracture 
complicating old tuberculosis and double bursitis of 
the bicipital and epicondylar burse. The rice bod- 
ies in the hygromata were distinctly visible. ‘The 
roentgen diagnosis was confirmed by the findings at 
autopsy. 

Bursitis of the bicipital and epicondylar bursz is 
rare. In the case reported it was evidently brought 
about by the mechanical conditions in the injured 
elbow. This case shows that rice-body hygromata 
are not necessarily tuberculovs. Although there was 
an old tuberculosis of the elbow, histological exam- 
ination showed no evidence of tuberculosis in the 
burse and the bursitis was evidently of traumatic 
origin. The diagnosis is difficult in such cases, 
particularly as the clinical signs are masked by a 
lesion of the joint (pathological fracture and luxation 
with ankylosis). In the case reported the clinical 
signs suggested tuberculosis in a cold abscess. The 
diagnosis was made only by roentgen examination, 
a fact showing the importance of such an examina- 
tion in chronic bursitis. The roentgen picture of 
rice-body bursitis is a cystic para-articular shadow. 

AuprEY Goss Morcan, M.D. 


Févre, M.: The Pathogenesis of Painful Pronation 
in Young Children; Catching of the Bicipital 
Tuberosity on the Posterior Crest of the Sub- 
sigmoid Cavity of the Ulna (Pathogénie de la 
pronation douloureuse des jeunes enfants; |’accro- 
chage de la tubérosité bicipitale 4 la créte posté- 
rieure de la cavité sous-sigmoidienne du cubitus). 
Rev. d’orthop., 1935, 42: 5. 

The author reports experiments on the cadaver 
which show that painful pronation in children is 
caused by impingement of the bicipital tuberosity 
on the posterior crest of the lesser sigmoid cavity of 
the ulna. He shows the mechanism of the action by 
diagrams. The normal oval head of the radius can- 
not pass back of the crest of the cavity. When the 
head is circular it slips back and is caught so that 
normal supination is rendered impossible. Painful 
pronation occurs when a child is pulled along by the 
arm by the mother. A movement of traction and 
abduction is produced. The child feels pain and the 
arm remains in pronation. It can be reduced by a 
movement of supination followed by flexion. This 
is accompanied by a cracking sound. The sound 
was heard in the experiments on the cadaver when 
the rounded head of the radius was reduced to its 
normal position. The author therefore believes that 
painful pronation is due primarily to a congenital 
malformation of the bone and its pathogenesis is 
similar to that of certain recurrent luxations of the 
shoulder or patella. \uprEY Goss Morcan, M.D. 
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Aimes, A., and Pares, L.: Condensation of the Semi- 
lunar Bone (Condensation du semi-lunaire). k¢ 
d’orthop., 1934, 41: 596. 

A man twenty-six years of age who had had no 
previous injury to his hand or wrist sustained a 
wound of the right index finger which became in 
fected. About three weeks later an abscess developed 
on the back of the right wrist, but did not drain. A 
few days later the entire wrist was swollen and pain 
ful and required immobilization. Two months afte: 
the original infection a roentgenogram showed ex 
treme rarefaction of all the carpal bones except the 
semilunar bone. The semilunar bone was dense: 
than normal and its contour was indefinite. 

The wrist and finger became almost stiff, but 
later the stiffness was reduced by physical therapy 
Pain and tenderness persisted for about five months 
The last roentgenogram showed the semilunar bone 
still very opaque and irregular in outline. 

This case demonstrates definitely that condensa 
tion of the semilunar bone which has always been 
attributed to trauma may be of infectious origin. 

WILLIAM ARTHUR CLARK, M.D. 


Jansen, M.: Notes on Scoliosis and Round Shoul- 
ders; Their Cause and Their Treatment (Que! 
ques notes sur la scoliose et le dos rond; leur cause et 
leur traitement). Rev. d’orthop., 1934, 4: 505. 

As prophylaxis against scoliosis a child should not 
be allowed to sit up before it is old enough to walk 
The pillars of the diaphragm are attached to the 
lower thoracic spine in such a manner that with 
each inspiration there is more pull from the left than 
from the right. The pull from the left therefore has 
a tendency to produce a left thoracolumbar curve 
At the same time, the left lung, having a greater 
expansion than the right, pushes against the mid 
thoracic spine and tends to cause a right thoracic 
scoliosis. A child sitting in its crib will almost have 
its knees extended, a position causing the spine to 
assume a long kyphosis which may become more or 
less fixed as the vertebrae become harder. 

It has been customary to speak of primary and 
compensatory curves, but the-author holds that 
three curves may develop simultaneously before the 
child begins to walk and therefore before the neces 
sity for compensation to preserve body balance 
arises. An infant often sits in an inclined position, 
for example, in the mother’s arm, with the pelvis 
tilted and the lumbar spine making a lateral curve. 
In addition, it may twist its neck while nursing, 
thus causing a high thoracic and cervical curve. 

A child may be kept from sitting up by strapping 
a cross behind the buttocks with the long arm of the 
cross extending toward the feet. 

Treatment should be begun as early as possible. 
It is estimated that in the case of a patient sixteen 
years of age the difficulties of correction are five 
times as great as in a child of two years and sixteen 
times as great as in a baby of a year. Massage and 
exercises are useless chiefly because they are con 
tinued for only an hour or so. In the author’s pro- 
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cedure the treatment is continuous, day and night. 
[he corrective force is applied to one curve only, 
and the curve is over-corrected. In the cases of older 
patients, in whom the curve cannot be reversed, the 
aim is to shorten the curve. During the day the pa- 
tient wears a rather simple brace anchored to the 
pelvis by a band. A wide pressure pad pushes against 
the thoracic curve and a narrow leather band around 
the neck holds the brace tight against the curve. At 
night, a corrective plaster bed is used. 

Scoliosis in adults and very severe scoliosis in 
children, including paralytics, are not treated by 
this method. They require operative fusion of the 
spine. 

The good results obtained in three cases are shown 
by illustrations. A similar brace may be used for 
kyphosis. WrititaM ArTHUR CLarK, M.D. 


Linde, F.: Can the Old View of the Constantly Ac- 
cidental Origin of Rupture of the Interarticular 
Ligaments of the Knee Be Saved? (Kann die 
alte Anschauung von der stets unfallsweisen Entste- 
hung des Kniebandscheibenrisses gerettet werden?). 
Med. Klin., 1934, 2: 1556. 

On the basis of his experiences in the treatment 
of more than 400 meniscal injuries the author dis- 
cusses critically the theory often advanced recently 
that many ruptures of the meniscus are spontaneous 
ruptures due to attrition. Because of this theory a 
relationship of injury is recognized only when there 
is a history of a severe external force causing hamor- 
rhage into the joint and disability. The author 
states that rupture of the meniscus is almost never 
the result of the direct action of severe external 
force. As a rule it follows a mild accident such as 
slipping, a misstep, or stumbling. Frequently it 
occurs in rising from a squatting position or after 
prolonged kneeling or sitting with the legs crossed 
or other changes from such positions. With flexion 
of the knee and turning of the leg outward the 
meniscus changes its position and thereby becomes 
engaged more easily in the “‘pinchers of the tuber- 
osity.”” In this process reflex and involuntary muscle 
contractions play an important réle. These state- 
ments apply also to rupture of the meniscus in ski 
riders. 

In the cases of miners, injuries of the meniscus 
are usually limited to the interarticular portion 
because as a rule there is no bodily swing, whereas 
in injuries due to sports, extension of the rupture to 
the capsule and associated injury of the crucial liga- 
ments are common because of the swing of the body. 
This explains why effusion of blood into the knee 
joint occurs more frequently in injuries due to the 
sports than in injuries sustained by miners. With 
few exceptions, miners present the ‘meniscus bi- 
partitus.” 

Microscopic examinations of removed menisci 
made by Husten showed that in 75 per cent of the 
cases the microscopic changes varied directly with 
the length of time that had elapsed between the 
accident and the operation. On the basis of the 


microscopic findings it seemed justifiable to conclude 
that in all of the cases the changes observed had 
occurred after the rupture. Apparently they de- 
pended upon the severity of the nutritional disturb 
ance caused by the injury. As the result of dis- 
regarding the physiological anabolic and catabolic 
processes occurring constantly in the interarticular 
portion of the meniscus as well as in all other living 
tissue, it has been erroneously concluded that the 
catabolic changes found in the interarticular portion 
of the meniscus are evidences of pathological erosion. 

The relation of the microscopic findings to the 
length of time elapsing between the injury blamed 
and the operation is shown by the author by a table. 
The majority of the cases without microscopically 
demonstrable pathological changes or with only 
slight changes were early cases. In most of the cases 
with moderate changes the injury had occurred 
about four months previously, and in those with 
marked changes it had occurred six months or more 
previously. In the early cases the microscopic 
changes were found chiefly at the edges of the tear. 
The older the case the more frequently were changes 
demonstrable within the torn meniscus. The theory 
of spontaneous tearing is refuted also by the fact 
that rupture of the meniscus is never found in knee 
conditions of other types in which the meniscus is 
involved. In the cases of-a number of miners who 
for years had worked in the kneeling position for 
days at a time no catabolic changes were found in 
the meniscus removed for rupture. Neither were 
such changes found in the meniscus removed for 
rupture in numerous cases in which erosion could 
not have been produced by the patient’s occupation. 
In such cases only a mild injury such as slipping 
came up for consideration. 

The decision of the Government Insurance De- 
partment that, to prove a relationship between 
rupture of the meniscus and an accident, visible 
evidences of the accident blamed are necessary, and 
the refusal of that department to recognize such a 
relationship in a case in which the condition was 
attributed to an ordinary movement (rising from a 
kneeling position), the author believes is incorrect. 

(KoNJETZNY). Louts Neuwett, M.D 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Schwartz, A.: Results of Tendon Suture in the 
Hand (Die Erfolge der Sehnennaehte an der Hand). 
1934: Basel, Dissertation. 

The author reviews 390 cases in which tendon 
suture was done in the Surgical Clinic of the Uni 
versity of Basel in the period from 1922 to 1932, 
exclusive of cases with major complications such as 
fractures, luxations, and injuries of large vessels and 
nerves. Two hundred and seventy-three (60 per 
cent) of the injuries involved extensors and 117 (30 
per cent) involved flexors. Of the injuries of ex 
tensors, 164 (61.4 per cent) were cured completely 
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and 34 (9.7 per cent) were cured incompletely. Of 
the injuries of flexors, 46 (41.2 per cent) were cured 
completely and 20 (17.6 per cent) were cured incom- 
pletely. In 60 cases of extensor injury and 55 of 
flexor injury the cause of poor results could be 
ascertained. In 35 (58.3 per cent) of the former and 
48 (87.4 per cent) of the latter the failure was due to 
adhesions; in 15 (25 per cent) of the former and 4 
(7.4 per cent) of the latter, to infection; in 7 (11.6 
per cent) of the former and 2 (3.8 per cent) of the 
latter, to later suppurative processes; and in 3 (5 per 
cent) of the former and 1 (1.8 per cent) of the latter, 
to cutting through of the sutures. 

Of considerable importance is the location of the 
injury. The nearer the injury to the end phalanx 
the poorer the prognosis. This is true also of opening 
of the joints. The prognosis is best in injuries of the 
dorsal surface of the hand, apparently because of the 
mobility of the skin in this part. 

The age of the patient is also a factor as the best 
results are obtained in the cases of patients between 
twelve and twenty years of age. In the younger 
patients the poorer results are due to insufficient 
immobilization, and in the older patients to con- 
tinued regression of the vascular supply. The period 
of immobilization is indefinite, depending on the 
patient’s age, whether the wound is infected or not, 
and other factors. The poorer healing tendency of 
the flexors may be explained on several grounds. 
Because of their position, these tendons are exposed 
to greater mechanical irritation, as the result of 
which, according to Srdenko, the tendon cells pro- 
duce an intercellular substance and surround them- 
selves with a capsule, thereby coming to resemble 
cartilage cells. Consequently, in case of injury, a 
premature and inferior callus is formed. The effects 
of pressure from the paratenon and endotenon— 
from fibrocytic elements of which, according to 
Gaza, Gerlach, and Gissel, the regeneration arises— 
hinders the regeneration. Other factors are the ease 
with which infection spreads through tendon sheaths 
and the impossibility of disinfecting flexor tendons 
which are situated deep in the tissues. 

The article is concluded with a brief discussion of 
therapy. In the author’s cases the wound is treated 
according to the classical principles of freshening and 
disinfection. Chromic catgut is the best material for 
tendon suture. The use of ligatures should be as 
limited as possible. Occasionally, gut sutures may 
be added. The tendon sheath should not be sutured. 
The author injects balsam of Peru into the cavity 
of the tendon sheath and treats the surrounding 
tissues with a 1:3,000 solution of rivanol. When the 
skin has been sutured without tension he injects 
staphylobacteriophage under it in the direction of 
the tendon suture. He then immobilizes the part in 
a plaster-of-Paris dressing. In tendon injuries which 
are more than six hours old the wound is not sutured, 
but is freshened and packed with cod-liver-oil 
vaseline and the part immobilized in a plaster-of- 
Paris splint. 


(Water Gruss). Joun W. BRENNAN, M.D 
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Saunders, J. T.: The Etiology and Treatment of 
Clawfoot: Report of the Results in 102 Feet 
Treated by Anterior Tarsal Resection. Arch. 
Surg., 1935, 30: 179. 

Clawfoot is described by the author as a structural 
deformity usually developing during adolescence 
with no apparent relation to sex, race, or social 
status. The typical clawfoot is characterized by 
exaggeration of the height of the longitudinal arch, 
shortening of the foot, prominence of the metatarsal 
heads, clawing of the toes, loss of flexibility of the 
joints, and reduction of the treading surface. 

When the condition is mild it is usually first dis 
covered when difficulty is experienced in finding 
comfortable shoes for the child. Tender areas on 
the dorsum of the foot, easy fatigue, weakness of the 
ankles, and awkwardness of the gait are frequently, 
noticed. When the deformity is more marked, cal 
losities appear, usually under the first and fifth 
metatarsal heads or as corns on knuckles of hammer 
toes. These cause great discomfort and, in extreme 
cases, ulceration. 

The author discusses the various theories regard 
ing the cause of clawfoot. By some, the condition 
has been believed to be of congenital origin. By 
others, it has been attributed to acute illnesses of 
childhood, constriction of the feet during growth, 
muscular imbalance, paralysis following poliomyeli 
tis, disease of the central nervous system, heredity, 
trauma, or infection. Saunders states that most of 
the known causes are lesions of the central nervous 
system such as frequently occur after poliomyelitis 
and disturb the synergetic control of muscular tone 

Relief may be given in nearly every case by proper 
treatment. The author presents an outline of treat 
ment based on the degree of the deformity. 

In the slight cases, special shoes and exercises 
are usually sufficient. With moderate involvement, 
lengthening of the calcaneus tendon, transplantation 
of the long toe extensor tendons to the cuneiform 
bones and arthrodesis of the interphalangeal joint 
of the first toe are necessary. For marked or severe 
cases, anterior tarsal resection, frequently supple 
mented by the measures described, is advocated. 
The author reviews the results obtained in 102 feet 
by this method. After a minimal follow-up period of 
two years the results were excellent in 28, good in 31, 
fair in 41, and poor in 2. 

Subtalar arthrodesis is recommended if a correc 
tion of more than 40 degrees is necessary or if there is 
a marked calcaneal position of the heel with lateral 
instability. Rupotpn S. Retcu, M.D. 


FRACTURES AND DISLOCATIONS 


Menegaux, G., and Odiette, D.: The Influence of 
Certain Metals on the Fixation of the Mineral 
Components in Cultures of Osteoblasts (In- 
fluence de quelques metaux sur la fixation des com- 
poses mineraux dans les cultures d’osteoblastes). 
Presse med., Par., 1935, 43: 152. 


The phenomena occurring in the healing of frac 
tures include cellular proliferation, the formation of 

















an intercellular substance, and infiltration of the 
intercellular substance by certain mineral compo- 
nents. The authors have published the results of in 
vitro experiments on the effect of certain metals on 
the first two phenomena. In the studies reported 
in this article with regard to the influence of metals 
on the fixation of the mineral components in cultures 
of osteoblasts the total amount of fixed mineral in 
the cultures was determined by the use of Policards’ 
method of icro-incineration. The technique of the 
tissue culture has been previously described. Cells 
of chick embryos from nine to sixteen days old were 
used in chicken plasma with embryonal extract by 
the hanging-drop method. After forty-eight hours of 
normal growth the cultures were slowed down by a 
process of washings to permit the characteristics of 
osteoblasts to appear. Disks of various metals 15/10 
mm. in diameter were added to the cultures. For 
each metal four cultures and several controls were 
made. After two months’ growth the cultures were 
ashed and the results examined microscopically on a 
black background with transmitted light. The fol- 
lowing conclusions are drawn: 

1. None of the simple metals can be used in osteo- 
synthesis. Some of them (iron, magnesium) hinder 
or destroy the growth of osteoblasts, and others 
(aluminum, iron) inhibit fixation of the mineral 
components. 

2. No alloy of aluminum can be recommended as 
all such alloys except one are more or less toxic to 
the bone cells and the one with no toxic action 
(duralumin) inhibits fixation of the minerals. 

3. Most of the rustless steels have a harmful ac- 
tion on the cellular growth and mineral fixation. 

4. Only three varieties of steel, V2A Extra, Nicral 
D, and the Platinostainless D seem to be inert. 
Therefore these three are the only ones which should 
be used for the internal fixation of fractures. 

BARBARA B. Stimson, M.D. 


Houang, K.: The Réle of the Nutrient Arteries of 
the Long Bones in the Formation of Callus and 
the Calcification of the Medullary Cavity (Le 
role des artéres nourriciéres des os longs dans la 
formation du cal et la calcification de la cavité 
médullaire). Presse méd., Par., 1934, 42: 2074. 


In experiments which the author carried out on 
rabbits to ascertain the réle of the nutrient arteries 
in callus formation a defect was made in both femora 
and the nutrient artery was cut on one side only. 
Roentgenographic and histological studies were then 
made at weekly intervals up to the eleventh week. 

It was found that callus formation proceeded 
equally on the two sides, but the medullary canal 
showed evidence of greater calcification on the side 
on which the nutrient artery was sectioned. 

The author concludes that the diaphysis of the 
femur on the side on which the nutrient artery was 
cut reacted to trauma normally. He states that this 
artery is essential only to maintain hematopoietic 
function and plays little or no part in callus forma- 
tion. However, the fact that its destruction tends 
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to cause calcification in the medullary canal, suggests 
that it is a factor in the prevention of aberrant 
calcification. BARBARA B. Stimson, M.D. 


Sever, J. W.: Non-Union in Fracture of the Shaft of 
the Humerus. J. Am. M. Ass., 1935, 104: 382. 


Transverse fractures in the middle third of the 
humeral shaft frequently fail to unite and therefore 
present a serious problem. ‘The author reports five 
cases, three from his own practice. The first case is 
of historical interest as it was originally reported in 
1838. It was a case of complete absorption of the 
humeral shaft following a fracture with two subse 
quent refractures. The specimen is in the Warren 
Museum at the Harvard Medical School. The 
second case was seen by the author after plating, 
bone grafting, and the use of silver wire had failed to 
cause union. The patient refused further operation. 
In the last three cases operation was performed by 
the author. In the first, the application of a sliding 
graft was followed seven months later by a step 
operation in which two large osteoperiosteal grafts 
were applied. The patient refused further attempts 
to correct the non-union. 

In the author’s second case there were multiple 
fractures. About three months after the injury a 
step approximation of the ununited humeral frag 
ments was done and followed by prolonged immobili 
zation. A second procedure five months later with 
the insertion of a beef-bone screw and a heavy 
osteoperiosteal graft appeared to result in union 
after five months, but non-union was present a year 
later. In the third case the author countersank a 
massive tibial graft eight months after the injury. 
Non-union recurred five months later following 
vigorous physical therapy. 

The author discusses some of the causes of non 
union. He believes that in cases such as those under 
discussion the only operation probably worth while 
is that advocated and so well carried out by Camp 
bell and Hunderson, namely, the application of a 
massive or onlay graft followed by a sufliciently long 
period of fixation to insure union and carry the 
patient beyond the period of absorption and possible 
fracture of the graft. However, even this procedure 
is not infallible. BARBARA B. Stimson, M.D. 


Rogers, W. A.: The Treatment of Fractures of Ver- 
tebral Bodies Uncomplicated by Lesions of the 
Cord. Arch. Surg., 1935, 30: 284. 

The author reports the findings of a study of the 
clinical course and early results of recent fractures 
of vertebral bodies without injury to the cord, the 
mechanics of the reduction of such fractures by hy 
perextension, and the mechanism of possible injury 
to the cord during the reduction. This study was 
made in thirty-one consecutive cases seen in the 
period between 1928 and 1932. Rogers stresses the 
need for early accurate diagnosis and adequate care 
ful roentgenographic examination. From a careful 
study of the anatomical findings of Schmorl and his 
co-workers and from his own experience he concludes 
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that the nucleus pulposus acts as the fulcrum be- 
tween vertebra and that the axes of motion lie along 
a line drawn through the point where the greatest 
resistive pressure of each intervertebral disk falls on 
its contiguous vertebra. For all practical purposes, 
this line falls through the nuclei pulposi near the 
deepest point of concavity of the articular surface of 
the centrum. Extension of the vertebral column 
therefore exerts a decompressing force on the por- 
tions of the vertebra anterior to the line of the 
nuclei pulposi and pressure along those portions 
posterior to it. Compression fractures may be asso- 
ciated with injury to the nucleus pulposus. 

Rogers divides his cases into the following four 
groups: 

1. Fractures in which destruction of the disk was 
slight or absent. Eight (26 per cent) of the cases 
fell into this group. An excellent reduction was 
obtained in all. 

2. Fractures in which the superior or inferior sur- 
faces of the centrum and the adjacent intervertebral 
disk were extensively disorganized. Sixteen (51 per 
cent) of the cases were of this type. Satisfactory 
correction was obtained in all. 

3. Fractures in which the compression was central 
rather than anterior or lateral. Two (6 per cent) of 
the cases were in this group. Little or no decom- 
pression could be obtained by extension. 

4. Fractures with dislocation of the adjacent ver- 
tebra above. Five (16 per cent) of the cases were 
in this group. 

If during extension, the dislocation is not reduced 
and the posterior bony processes do not lock, injury 
of the cord may occur. The author agrees with 
Davis regarding the importance of the anterior longi- 
tudinal ligament as a factor in reduction by exten- 
sion. He believes that complete hyperextension is 
essential for the best results. He describes his hyper- 
extension method in detail. Complete hyperexten- 
sion is obtained in a short space of time by means 
of a canvas frame on adjustable supports. A plaster 
jacket is then applied without moving the patient. 
lhe whole procedure requires only about an hour 
and a half. No anesthetic is necessary, but an aver- 
age dose of morphine-scopolamin may be adminis- 
tered. The time of correction was at first a number 
of days, but has been gradually shortened to from 
fifteen to sixty minutes. 

The details of thirty-one reviewed cases are pre- 
sented in tables. It was found that reductions 
started within seventeen days after the injury were 
uniformly successful whereas those started later were 
either partially or entirely unsuccessful. During the 
process of reduction all of the patients were carefully 
watched for weakness in voluntary muscle action in 
the lower extremities, loss of reflexes, and twitching 
suggestive of impending injury to the cord. In only 
one case was there any such manifestation. In two 
cases acute local pain developed at the fracture site 
and extension was stopped. 

For fixation, either plaster-of-Paris shells or jack- 
ets were used. The latter allowed the patient to be 


ambulatory. Cases in which the fractured vertebra 
lies in the anterior convexity of the spinal column 
are considered satisfactory for ambulatory treat 
ment. When the fracture is higher, recumbent treat 
ment is necessary. The technique of the application 
of a jacket is described. The period of fixation in 
plaster, until reorganization of the bone has occurred, 
is from two to seven months and is followed by the 
application of a high spring-steel back-brace also 
maintaining hyperextension. The brace is worn un 
til the muscles have regained their strength, usually 
from the fifth to the seventh month. After the brace 
is discarded a deep lumbar lordosis remains and 
must be corrected by adequate postural exercises. 

Of the cases reviewed, narrowing of the interver 
tebral space occurred in 26 (54 per cent). Twenty 
(65 per cent) of the patients returned to the activi 
ties in which they had been engaged before the in 
jury and remained free from pain. Six returned to 
lighter activities. The details of the cases of the 
patients who failed to return to work are presented 
in a table. The author believes that spinal fusion is 
not indicated as a routine procedure but is necessary 
in fractures with dislocation when adequate correc 
tion cannot be obtained. In 42 per cent of the cases 
he reviews complete bridging of bone across the in 
tervertebral region occurred without operation. 

In summarizing, the author says: 

1. In cases of recent fractures of vertebral bodies 
it is possible to re-establish the mechanics of the 
back as they were before the injury (96 per cent of 
the cases reviewed). 

2. Recent fracture and dislocation are more difli 
cult to reduce (40 per cent of the cases reviewed). 

3. Part of this correction is usually lost as the re 
sult of gradual narrowing of the injured interverte 
bral disk (84 per cent of the cases reviewed). 

4. The back is capable of a remarkable degree of 
adaptability to this change (65 per cent of the pa 
tients whose cases are reviewed returned to their 
pre-injury activities after an average of eight and 
one-third months and remained free from symptoms). 

5. Re-organization or union of bone occurred in 
all of the cases reviewed and in most cases is proba- 
bly fully adequate after from two to seven months. 

BARBARA B. Stimson, M.D. 


Contiades, X. J., and Politis, A. M.: The Surgical 
Treatment of Recent Depressed Fractures of 
the Tibial Articular Surface (A propos du traite 
ment chirurgical des fractures sous articulaires re 
centes d’un plateau tibial par enfoncement). Presse 
méd., Par., 1935, 43: 44- 

The authors report two cases of depressed fracture 
of the external condyle of the tibia which were 
treated early by open reduction with fixation of the 
depressed fragment in place by bone wedges. In 
the first, the approach was extra-articular. In the 
second, it was intra-articular and a torn external 
semilunar cartilage was removed. The authors be 
lieve that arthrotomy is of distinct advantage as it 
exposes injuries to the cartilage, a frequent compli 
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cation, and renders it possible to reduce the fragment 
accurately. The use of wedges is of value when the 
depressed fragment is too small to be held by a 
screw. Early postoperative motion can be aided by 
injecting novocain and acetycholine. 

The pathological anatomy, mechanism, and clini- 
cal picture of the fractures under consideration are 
discussed briefly. BARBARA B. Stimson, M.D. 


Masmonteil, F.: The Treatment of Malunion of 
the Ankle (Du traitment des cals vicieux du cou- 
de-pied). Bull. et mem. Soc. d. chirurgiens de Par., 
1934, 26: 634. 


In malunion in the region of the ankle joint the 
surgeon is frequently presented with a very difficult 
problem. The author believes that in many cases 
the condition could have been prevented by more 
adequate reduction at the time of the injury or more 
careful and prolonged immobiliz ition with frequent 
checking of the position of the fragments by roent- 
genography. He states that he prefers immobiliza- 
tion of the foot in a slightly varus position rather 
than the forced varus position advocated by Destot 
or the neutral position of Boehler. 

In discussing the pathologica) changes and opera- 
tive treatment of malunion of the ankle he leaves 
out of consideration fractures of the lower shaft and 
supra-articular fractures, all of which he believes 
should be treated by cuneiform osteotomy. He de- 
scribes four modifications of the normal joint which 
can be caused by malunion: (1) modification of the 
dimensions of the mortise of the joint; (2) modifica- 
tion of direction (valgus or varus deformity of the 
foot); (3) modification of situation (forward or back- 
ward displacement of the foot); and (4) modification 
of orientation (the internal malleolus in front, the 
external malleolus carried backward, and the foot 
deviated outward). 
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The author next discusses the operative correction 
of widening of the mortise, malunion in valgus, 
equinovarus in cases with fracture of the posterior 
tibial lip, and talovarus. 

In cases of widening of the mortise he replaces 
the fibula in its tibial articulation after cleaning out 
the latter and then fixes the bones in place with 
two screws. 

For the correction of malunion, cuneiform, oste 
otomy, astragalectomy, and open reduction with or 
without osteosynthesis have been proposed. ‘The 
author believes that unquestionably the ideal opera 
tion is that which replaces the bony elements in 
their normal position, though this is very difficult 
in the late cases. He therefore advises open reduc 
tion not later than two years after the injury. He 
states that it is particularly important to clean out 
the new bone formation to allow the fragments to 
go back into place. If the bone is sufliciently solid, 
one or two screws may be inserted to maintain the 
position obtained. In cases complicated by a tibio 
astragalar ankylosis a complementary astragalec 
tomy should be done. 

Cases of the equinovarus deformity which occurs 
with fracture of the posterior tibial lip should be 
treated in the same way as the preceding group, 
but always with complementary astragalectomy. 

Simple varus deformity is simply corrected by 
cuneiform osteotomy. 

For cases of talovarus deformity a comnlementary 
astragalectomy with correction of the position is 
advised. In the author’s opinion the ideal operation 
is a double osteotomy with open reduction of the 
fragments followed by complementary astragalec 
tomy in cases complicated by fracture of the poste 
rior lip. 

The article is illustrated with diagrams and roent- 
genograms, BARBARA B. Stimson, M.D. 
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BLOOD VESSELS 


Bazy, L., and Reboul, H.: A Critical Study of Arteri- 
ography (Etude critique surl’artériographie). Bull. 
et mém. Soc. nat. de chir., 1935, 61: 18. 


Bazy and Reboul report the case of a man fifty- 
four years old who sought treatment for painful 
cramps in both arms, especially the right, and an 
ulceration involving the middle and index fingers of 
the right hand. The radial pulse was easily percep- 
tible. The condition was thought to be due to syphi- 
litic arteritis. An arteriogram made following the 
injection of 12 c.cm. of a 45 per cent solution of 
tenebryl into the brachial artery in the bicipital 
groove showed the palmar arch poorly filled and in 
some areas entirely obliterated. The arteries of the 
thumb were visible, but those of the fingers were 
entirely obliterated. A second arteriogram taken 
eight seconds after the first, without an additional 
injection of tenebryl, showed the opaque medium 
still entirely in the arteries, an abnormal phenome- 
non. After the patient’s return from the roentgeno- 
logical department the arm and hand remained livid, 
a patch of cyanosis persisted near the elbow, sensa- 
tion was entirely lost; and movement was impossible. 
In a few days the entire arm and hand became com- 
pletely mummified. There was no infection. 

Such a sequel to arteriography was entirely unex- 
pected. The same day the same solution of tenebryl 
had been injected into the aorta for the study of a 
large aneurism of the abdominal aorta in another 
case, without the slightest ill effect. Moreover, a 
large series of arteriograms have been made in the 
authors’ clinic without seriousill effects. Theauthors 
have found arteriography with tenebryl of value 
in the study of various types of arteritis obliterans 
and aneurisms to determine the extent of the lesions 
and the efficiency of the collateral circulation. The 
patient whose case is reported was suffering, not 
from a lesion of the blood-vessel walls, but from a 
vasomotor disturbance. The authors therefore sug- 
gest that in such disturbances arteriography should 
be considered for the present contra-indicated. 

Avice M. MEYERS. 


Leveuf, J.: The Dangers of Arteriography (Les dan- 
gers de l’artériographie). Bull. et mém. Soc. nat. de 
chir., 1935, 61: 6. 


Leveuf reports the occurrence of serious conse- 
quences following the injection of tenebryl into the 
brachial artery for arteriography in the case of a 
child ten years of age who had a typical Volkmann’s 
contracture following a fracture of the humerus. 
Three injections of 6 c.cm. each of a 45 per cent solu- 
tion of tenebryl were made. Shortly after the last 
injection the hand became blanched and the hand 


and forearm cold. These changes were followed first 
by venous congestion and cyanosis of the hand and 
arm and finally by gangrene which necessitated 
amputation with disarticulation at the shoulder. 

A study of the amputated arm disclosed old cica- 
tricial lesions in the brachial artery at the site of and 
below the fracture and recent obliterating lesions 
above it in the region where the injection of tenebryl 
was made and in the collateral blood vessels. These 
had caused ischemia and pathological changes in the 
muscles that were much more recent than those 
characteristic of Volkmann’s contracture. There- 
fore the injections of tenebryl had caused, first, a 
vasoconstrictor spasm in the region of the hand; 
second, a thrombosis of the brachial artery; and 
third, ischemic gangrene of the entire arm. 

The author states that such a serious accident had 
never occurred before in his practice as a result of 
arteriography. Arteriography has been used to good 
advantage by others in Volkmann’s contracture 
without ill effects and has clearly demonstrated the 
site and the extent of the arterial obstruction. As 
Leveuf has been unable to determine the reason for 
the accident in the case he reports he believes it 
should be freely discussed in order to determine the 
indications for arteriography and the dangers of the 
procedure. ALIcE M. MEYERs. 


Windfeld, P.: The Blood Changes in Clinical 
Thrombophlebitis and Their Diagnostic Im- 
portance (Die Blutveraenderungen bei klinischer 
Thrombophlebitis und ihre diagnostische Bedeutung). 
Acta chirurg. Scand., 1934, 75: 469. 


From his studies of the blood changes occurring in 
thrombophlebitis the author draws the following 
conclusions: 

1. The changes occurring in the blood in thrombo- 
phlebitis, after operations, and after fractures are, 
on the whole, similar, but in thrombophlebitis they 
are less characteristic and less marked, especially 
those in the globulin and viscosity. 

2. The blood changes are no index of the magni- 
tude of an operation nor of the extent of the throm- 
bosis since even minor uncomplicated operations 
such as herniotomy may be followed by fatal throm- 
bosis and embolism. 

3. Neither the magnitude nor the nature of the 
blood changes constitutes an index of complications, 
and it is scarcely to be expected that the blood 
changes so far recognized will become an aid to the 
early recognition of beginning thrombosis. 

4. Our ignorance of many of the processes upon 
which thrombosis depends is a great hindrance to 
determining whether one or the other change in the 
composition of the blood is of importance for the 
origin of thrombosis. 
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BLOOD; TRANSFUSION 
Kosdoba, A. S.: The Hzmostatic Properties of the 
Bone-Blood Mass ‘‘Sangos.’’ An Experimental 
Study (Blutstillende Eigenschaften der Knochen- 
blutmasse ‘‘Sangos’’; Experimentelle Untersuchung). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1934, 43: 405. 


While removing bone fragments for transplanta- 
tion purposes the author observed that the chips 
mixed with blood possessed hemostatic properties. 
To study the hemostatic action of such chips he 
carried out a series of experiments in which opera- 
tions were performed on the vertebral column, skull, 
and long bones. Bone splinters from the same 
animal, from another animal of the same species, 
from an animal of a different species, and even from 
dead bones were used. In another series, the bone 
chips were taken from the experimental animal while 
the blood was from an autogenous, homogenous, or 
heterogenous source. In further experiments the 
bone was mixed with blood clots and citrated blood 
from various sources. 

In all of the experiments the bleeding from the 
bone ceased within from five-tenths of a minute to 
five minutes after the application of the blood-bone 
mass, which the author calls “Sangos.” Post- 
operative hematomata were not seen. The hamo- 
static action of the bone-blood mass is certainly not 
entirely mechanical; the large quantity of throm- 
bokinase present probably also plays a role. The 
author proposes to study the hemostatic action of 
the bone-blood mass in operations not performed on 
bones. (Zwicker). LEO M. ZIMMERMAN, M.D. 


Bagdasarov, A.: The Problem of Blood Transfusion 
(Das Problem der Bluttransfusion). Verhandl. d. 
22. Kong. d. Chir. d. U. d. S. S. R., Moscow, 1934, 
p: 115. 

The Central Institute for Blood Transfusion in 
Moscow strongly recommends the citrate method. 
As a method for use in large numbers of cases, direct 
transfusion has great disadvantages as the loca- 
tion of donors and recipients is difficult to control 
under war conditions, the complicated apparatus 
requires assistants, and the use of this method 
excludes the use of postmortem blood. Among 
1,700 cases of the most varied diseases and forms of 
anemia in which blood transfusion by the citrate 
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method was done there was none in which an in 
jurious effect was noted. The Institute has developed 
a very simple apparatus for the transfusion of 
citrated blood which can be used even under war- 
time conditions. In the cases reviewed the donors 
bore the loss of blood very well. The blood picture 
was fully restored to normal after from thirty to 
thirty-five days. Preservation of the blood with 
glucose showed an increase in the lactic-acid content 
and therefore was discontinued. 

The preserving fluid used at the Institute contains 
sodium chloride, 7.0 gm., potassium chloride, 0.2 gm., 
magnesium sulphate, .o4 gm., and sodium citrate 5.0 
gm. per liter of water. This solution has the advan 
tage of great stability of its alkaline reaction. The 
resistance of the erythrocytes decreases only slightly. 
The leucocytes are destroyed in the first few days. 
A good therapeutic effect can be obtained even 
after three weeks of preservation. A slight reaction 
in occasional cases does not restrict the indications. 
Transportation of the preserved blood for consider 
able distances did not cause any serious damage to it. 

For distant transportation blood plasma is quite 
suitable. The questions of plasma transfusion and 
plasma preservation are being investigated. 

The investigations of Samov and the first clinical 
results of Sakajan placed the transfusion of cadaver 
blood on a firm basis. Subsequent investigations 
have established the practical importance of this 
problem. 

Spasokukockij experimented with the infusion 
of eclamptic blood with good results. The author 
rejects the idea of rejuvenation by blood trans- 
fusion as suggested by Bogdanov in his theory of 
physiological collectivism and a copulation or con- 
jugation of the cellular elements of the donor with 
those of the recipient. He maintains that the 
therapeutic effect of blood transfusion depends on 
two factors, substitution and stimulation. 

The Institute has a number of branches in various 
states of the Soviet Union which are affiliated with 
larger surgical divisions. The purpose of these 
branches is to create propaganda for blood trans 
fusion, to teach it to greater numbers of physicians, 
and to perform it scientifically in cases in which it 
is indicated. 

(EuGEN BANNER-VoiGt). Patti Suapiro, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 
Hyman, H. T., and Touroff, A. S. W.: Therapeutics 

of the Intravenous Drip: Further Observations. 
J. Am. M. Ass., 1935, 104: 446. 

Ihe authors review a recent series of 1,000 con- 
secutive experiences at the Mount Sinai Hospital, 
New York City, with the slow continuous intra- 
venous infusion (‘‘drip’’) for the purpose of demon- 
strating the numerous indications for the use of this 
infusion and its effectiveness as a therapeutic meas- 
ure in surgical and medical cases. 

The therapeutic indications included: (1) the 
treatment of hemorrhage, (2) the treatment of 
shock, (3) the treatment of infectious medical and 
surgical diseases, (4) the prevention of complications 
following extensive or shock-producing surgical 
procedures, (5) the prophylaxis and treatment of 
thyrotoxic crises, (6) the alleviation of postoperative 
complications such as vomiting, ileus, gastric dilata 
tion, oliguria, and anuria, (7) the treatment of 
various metabolic and toxic conditions such as the 
alimentary toxicosis of infancy, dehydration from 
uncontrollable vomiting or diarrhoea, urinary sup- 
pression, and diabetic ketosis, and (8) the treat- 
ment of exogenous poisoning. 

As a prophylactic and supportive measure in va- 
rious surgical conditions, the drip is usually started 
before the patient comes to the operating room and 
is continued during and for varying periods oi time 
after the operation. When necessary, transfusion is 
easily performed by adding citrated blood to the 
solution. In the surgery of diabetes, a liberal supply 
of fluid, dextrose, and insulin can be readily admin- 
istered. 

The direct introduction of drugs and biological 
preparations in the treatment of postoperative com- 
plications is accomplished easily by simply adding 
them to the solution. Thus, in shock or collapse, 
ephedrin or epinephrin was added; in postoperative 
ileus, pitressin; in acidosis, alkali with glucose and 
insulin; in sepsis, whole blood (non-specific) ; in cer- 
tain types of sepsis, specific serum; and in thyro- 
toxic storm, iodide. 

In medical cases the drip was employed in the 
treatment of azoteamia with nephritis, dehydration, 
haemorrhagic diseases, and chemical poisoning. Spe- 
cific sera (pneumococcus, tetanus, and diphtheria) 
could be administered in doses of from 200,000 to 
300,000 units daily as required without causing an 
undue reaction. In the cases of 25 patients with 
syphilis 4 gm. of neo-arsphenamin were given in five 
days with good effect. 

The drips were maintained for from several hours 
to twenty-four days. Chills or febrile reactions 
occurred comparatively seldom and in practically 


every instance were due to technical errors. At the 
Mount Sinai Hospital the intravenous method has 
practically replaced the subcutaneous method of 
introducing fluids. The former has the advantages 
of more certain absorption, greater adaptability, less 
discomfort to the patient, and the possibility of 
introducing drugs and blood directly into the circu 
lation. At the seemingly slow rate of 2 or 3 c.cm. 
per minute, the drip will introduce from 2,500 to 
4,000 c.cm. of fluid daily, and by a simple, single 
technical procedure the problem of nutrition and the 
introduction of fluid, salt, drugs, blood, and serum 
is solved. 


Warthen, H. J.: Massive Intravenous Injections: 
An Experimental Study. Arch. Surg., 1935, 30 
199. 

The experiments reported were carried out on 
dogs. The amount of fluid injected ranged from 57 
to 394 c.cm. per kilogram of body weight, and the 
average amount injected for the entire study was 
124 c.cm. per kilogram of body weight. The average 
duration of the infusions was twenty-four minutes. 
The author’s findings and conclusions are summa 
rized as follows: 

1. Large amounts of the solutions usually em 
ployed for infusions may be injected intravenously 
into dogs without causing death or evidence of car 
diacembarrassment. Injections of excessive amounts 
of fluid result in cerebral or pulmonary oedema. 

2. The most favorable chemical changes in the 
blood occur with infusions of isotonic solutions of 
dextrose and sodium chloride. A 5 per cent solution 
of dextrose causes slightly more desirable changes 
than a o.7 per cent solution of sodium chloride. 
Injections of hypertonic solutions of dextrose and 
sodium chloride cause distinctly unfavorable changes. 

3. The blood-sugar value increases following in- 
fusions of a 0.7 per cent sodium chloride solution 
and decreases following infusions of a hypertonic 
sodium chloride solution. 

4. Large infusions of dextrose and of sodium 
chloride solutions cause little if any change in the 
fragility of the red blood cells. 

5. There is a marked acceleration of the pulse rate 
during intravenous infusions. 

6. The intravenous injection of fluids results in an 
initial rise in the arterial blood pressure. During 
infusions of isotonic solutions this is followed by a 
secondary fall to, or slightly below, the pre-injection 
level. During infusions of hypertonic solutions the 
secondary fall is diminished or absent. 

7. There is a marked increase in the venous 
pressure during large intravenous infusions. 

8. Diuresis is most marked following infusions of 
5 per cent dextrose solution. 
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9. (Edema of the subcutaneous tissue does not 
occur following the rapid intravenous injection of 
large amounts of fluid. C&dema of the wall of the 
stomach and of the intestine associated with fluid in 
the gastro-intestinal tract and the peritoneal cavity 
occurs following large intravenous infusions. 

10. In dogs, the intravenous infusion of a 10 per 
cent dextrose solution is often fatal. 

SAMUEL Kaun, M.D. 


Davies, G. F. S.: Pulmonary Embolism. J/ed. J. 
Australia, 1935, 1: 171. 


The possible presence of a pulmonary embolus 
should always be considered at postmortem exam- 
ination. Before the heart or lungs are removed an 
incision should be made into the right auricle and 
the main branches of the pulmonary artery. In re- 
moval of the lungs or heart there is danger of losing 
a pulmonary embolus. The embolic blood clot may 
be found extending from the right auricle into the 
main stem of the pulmonary artery or blocking the 
artery at its bifurcation or occluding only one main 
branch of the artery, either the right or left. 

The clot is formed in either a femoral or a saphen- 
ous vein, never in the pulmonary artery. Its diam- 
eter is smaller than the caliber of the vessel it ob 
structs. The occlusion is caused by continual folding 
of the embolus upon itself until the obstruction of 
the lumen of the vessel is complete. Factors involved 
in the development of embolism are: (1) the rate of 
the blood flow, (2) the coagulability of the blood, 
(3) pathological changes in the vessel wall, (4) the 
patient’s age, (5) the condition of the heart, (6) the 
presence of an abdominal incision, and (7) confine 
ment to bed. 

Aschoff has shown that eddies formed in a slowed 
blood stream start the process of blood clot forma- 
tion. The thrombi are made up of three parts: (1) 
a thin white layer, which is the first layer formed, 
(2) a thicker mixed layer made up of white and red 
layers, and (3) a red layer which forms the main 
bulk of the thrombus. Microscopic examination of 
the white part of the clot in relation to the vessel 
shows that it is made up of parallel lamella which 
radiate obliquely from the vessel wall. The markings 
of Zahn are white ridges extending from the white 
layer of the clot through the mixed layer. The 
lamella and the markings of Zahn are made up 
mainly of blood platelets deposited by a slowed blood 
stream and built up in parallel layers. This process 
continues until the white part of clot occludes the 
vein. The red part of the clot, consisting of red blood 
cells and fibrin, is then formed and added to the 
white part. The red layer is more compact and 
firmer than the usual postmortem clot. 

In the cases reviewed by the author the incidence 
of pulmonary embolism was highest in the sixth 
decade of life. Cardiovascular disease does not seem 
to have any particular influence on the occurrence 
of embolism. An anterior abdominal incision is an 
important factor favoring embolism because of the 
natural immobilization of the diaphragm which is a 


necessary aid in assisting the return flow of blood 
from the extremities and abdomen to the heart. In 
cases in which an incision has been made in the an- 
terior abdominal wall the average age of death from 
pulmonary embolus is forty-six and a half years 
whereas in cases in which an incision has been made 
elsewhere it is sixty-four and seven-tenths years. 
After a surgical operation there is a definite 
marked rise in the number of blood platelets. This 
is demonstrable on the sixth day. The maximum is 
reached on the tenth day. This increase may there- 
fore be an important factor in venous thrombosis. 
In the cases studied, the author was unable to 
demonstrate histological changes in the vessel wall 
where the thrombus formed. Anamia and cachexia 
may alter the character of the vascular endothelium, 
but there is no exact method of estimating their 
influence. The majority of the author’s cases of 
pulmonary embolism showed no evidence of sepsis 
or infection. If thrombosis occurs in such cases the 
thrombi appear to be firmly attached to the vessel 
wall and are less likely to break off. Phlebitis is 
therefore rarely found in cases of embolism. ‘Time 
appears to be of no importance as embolism has 
occurred in the author’s cases on the day of the 
operation and as late as the eleventh day after the 
operation. BENJAMIN G. P. SuArrrorr, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Firor, W. B.: The Roentgen Treatment of Carbun- 
cles. Am. J. Roentgenol., 1935, 33: 71. 

The author believes that roentgen irradiation is 
not used in the treatment of carbuncles nearly as 
frequently as its value warrants. He briefly reviews 
the reports on this treatment made by others and 
gives his own experience with it in fifty-six cases 
during the past three years. 

In the majority of his cases a small incision to 
establish drainage was necessary in addition to the 
irradiation, but not infrequently the lesion opened 
spontaneously, drained freely, and healed normally 
after roentgen irradiation alone. 

In the usual course of events an increase in the 
pain and temperature occurs from two to three 
hours after the treatment. This is followed by 
marked relief of the pain within a few hours and 
disappearance of the induration. After from twenty- 
four to forty-eight hours the lesion appears to be 
sharply localized, it drains through a single opening, 
and general subjective improvement is noted. The 
acute inflammatory phase of the lesion usually sub 
sides entirely within about two weeks, and the 
scar-tissue formation is minimal. 

In the technique used by the author, from 200 to 
250 r units of moderately penetrating rays are em- 
ployed with or without aluminum filters, depending 
upon the depth of the lesion or its nearness to 
mucocutaneous areas. The treatment should be 
given as early as possible, preferably before sup 
puration has occurred, with a view toward aiding 
localization of the disease process 
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The mechanism of production of the beneficial 
changes within inflammatory areas has not been 
definitely ascertained, but the evidence suggests 
that lymphocytic destruction is a factor in the early 
defense reaction. ApotpH Hartunec, M.D. 


ANAESTHESIA 


Pazzagli, R.: The Behavior of Certain Reflexes of 
Periosteal and Articular Origin in Various 
Types of Surgical Anesthesia (Sul comporta- 
mento di alcuni riflessi di origine periostea ed arti- 
colare in vari tipi di anestesia chirurgica). Speri- 
mentale, 1934, 88: 635. 

Orthopedists are familiar with the fact that during 
operations on the bones or the large joints some 
patients show a dangerous deterioration of the gen- 
eral condition manifested by cardiac weakness and 
slow, irregular, and superficial breathing. The facies 
of even a deeply anesthetized patient expresses 
suffering. These reflexes, which coincide with the 
moment the periosteum is reached or a joint is 
opened, are not generally mentioned in treatises on 
anesthesia or orthopedics and apparently have not 
been studied experimentally. They are sometimes 
seen also in accidental trauma to the bones and 
joints. 

Pazzagli studied the blood pressure and respira- 
tion of forty-four dogs and rabbits during operations 
on the bones and joints (periostiotomy, opening of 
the medullary canal, and opening of various joints) 
under anesthesia of different types (inhalation, 
rectal, intravenous, infiltration, and nerve blocking). 
All of the animals except those in which the anes- 
thetic was injected into the nerve trunk or the joint 
capsule showed a traisitory drop in the blood pres- 
sure whatever the anesthetic used and even in deep 
narcosis. The blood pressure reached its lowest 
point, which in some instances amounted to a fall of 
from 50 to 60 mm. Hg, in a period of 6 or 7 pulsations 
after the moment of stimulation and returned to 
normal after from 15 to 20 pulsations. The intensity of 
the reaction varied according to the anesthetic and 
the site and nature of the operation, i.e., probably 
according to the number of nerve terminals affected 
and the strength and duration of the stimulus. It 
increased in the following order: opening of the 
medullary canal, incision of the periosteum, arthrot- 
omy on the knee, arthrotomy on the hip, and opera- 
tions involving grave traumatism to articular sur- 
faces. The respiration was always less affected than 
the blood pressure. 

Inhalation narcosis, even when pushed to the 
limit of safety, usually produced slighter effects 
than intravenous or infiltration anesthesia. The 
degree of hypotension was inversely proportional to 
the narcotizing property of the drug. Ethyl chloride 
produced the greatest oscillations of blood pressure, 
chloroform the smallest, while the effect of ether was 
intermediate. The intravenous injection of barbi- 
turic derivatives and the various types of infiltration 
anesthetics caused ample and prolonged oscillations 
of blood pressure. 


The constancy of these phenomena demonstrate 
that after the other reflexes (cutaneous, ocular, and 
visceral) have been abolished by an anesthetic, 
osteo-articular reflex variations of blood pressure 
still persist. The depth of anesthesia has only a 
quantitative influence on them. The stimulus arises 
at the site of operation, reaches the bulbar centers, 
and thence is transmitted through the vagi to the 
heart. The arc can be broken by: 

1. Interference with the efferent path by section 
of the vagi or their functional interruption by gen 
eral atropinization. 

2. Pharmacological blocking of the afferent path 
by: 

a. Anesthetizing the site of origin of the reflex. 
Injection of novocain beneath the periosteum or into 
the joint capsule abolishes the reflex. 

b. Blocking the nerve trunks supplying the struc- 
tures. In the experiments these procedures either 
prevented the reflex or reduced it to the minimum. 

In the author’s opinion his findings justify the 
increased favor with which inhalation anesthesia 
has been regarded in recent years. In bone and 
joint surgery inhalation anesthesia is the anesthesia 
of choice. Deep narcosis induced with a drug acting 
powerfully on the nerve centers is less dangerous 
than a light narcosis or the use of drugs with weak 
anesthetic properties. The prophylactic use of 
atropine and the injection of an anesthetizing solu- 
tion ‘at the site of operation appear reasonable. 

The article has a bibliography. 

M. E. Morse, M.D. 


North, J. P.: The Use and Abuse of Spinal Anzs- 
thesia. Ann. Surg., 1935, 101: 702. 


In determining the advantages and disadvantages 
of spinal anesthesia in a given case the following 
four questions must be answered: 

1. Is full muscular relaxation essential? 

2. Does the condition of the patient require his 
tissues to be spared the toxic effect of ether, ethylene, 
or chloroform? 

3. Are there definite contra-indications to the use 
of spinal anesthesia? 

4. Does the operation justify assumption of the 
risk associated with the induction of spinal anesthe- 
sia? 

Full muscular relaxation is necessary in cases of 
early intestinal obstruction in which extensive ex- 
ploration is required, cases of perforation of viscera, 
large hernia, diaphragmatic hernia, and conditions 
demanding ganglionectomy or other deep operative 
work, and certain cases of fracture. 

In advanced biliary disease, diabetes, and acute or 
chronic respiratory disease it is important to prevent 
a toxic effect from the anesthetic agent and guard 
the respiratory tract against irritation. Pre-existing 
respiratory tract disease must not be confused with 
postoperative pulmonary complications. 

Because of its tendency to lower the blood pressure 
spinal anesthesia is undesirable in cases in which a 
sudden lowering of blood pressure may be harmful 





























such as those of patients in shock and aged and 
cachetic individuals and advanced cases of acute 
intestinal obstruction or diffuse peritonitis. In cases 
of hypotension spinal anesthesia should be avoided 
if it has been demonstrated that ephedrin will not 
adequately support the blood pressure. In hyper- 
tension with arteriosclerosis, ephedrin is not safe and 
cannot be depended upon to maintain blood pressure, 
especially if the anaesthesia extends to the um- 
bilicus. This is true also in cases with increased ab- 
dominal pressure such as is produced by large tumors, 
full-term pregnancy, or large accumulations of fluid. 
A combination of the decompression and the vaso- 
motor paralysis due to the anesthesia may seriously 
interfere with the venous return to the chest. In 
general, it may be assumed that the higher the block 
the more serious will be the circulatory handicap. 
Blockage of the thoracic nerve roots is followed by a 
decrease in thoracic respiration and the return of 
blood to the heart, inadequate oxygenation of a de- 
creased volume of blood, and eventually anoxemia 
of the vital centers. 

The risk involved in spinal anesthesia includes 
that incident to development of the technique. 
While the mortality of spinal anesthesia may be 
greatly reduced by careful selection of cases there 
will always remain the apparently unavoidable in- 
stances of respiratory failure. ‘“‘ Whatever figure may 
be taken as the mortality rate for spinal anesthesia, 
it must be conceded to exceed that of nitrous oxide- 
oxygen or ether.” For comparison, the author 
collected statistics in his hospital for the four-year 
period from 1929 to 1932, whenspinal anesthesia was 
used most extensively. During this time ethylene 
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was not employed. The accompanying table shows 
the mortality associated with the use of various 
anesthetic agents: 


Anesthesia Cases Deaths 
Nitrous oxide-oxygen.......... .. 2,444 I 
Nitrous oxide-oxygen with ether. 1,597 I 
Ether (open drop)............ 1,434 


I 

os A Lidiclcsans otibw adie nares 1,764 4(1in441) 

The incidence of postoperative pulmonary com 
plications is not reduced by spinal anesthesia; on 
the contrary it is increased by the restriction of 
respiration. The statistics in the author’s hospital 
for the two-year period from July, 1929, to July, 
1931 reveal the following incidence of pulmonary 
complications with various types of anesthesia: 


Anesthesia Per cent 
NN ai eg cca 6 isin ania oa Soiiek? oe Sh alee . 0.44 
Nitrous OxIGé and Oxygen... .6.55 6c. c ec eceas 0.53 


Ether (alone or with nitrous oxide and oxygen). 1.31 
i re dialeig Ae Raid waaay suns al aherad 1.84 
Spinal supplemented by inhalation.......... 2 Re 


In cases of pre-existing acute pulmonary disease 
the use of spinal anesthesia is justified to avoid 
irritation of the respiratory passages. 

In conclusion North says that spinal anaesthesia 
is valuable chiefly because of the degree of muscular 
relaxation it yields and its low toxicity. At the same 
time it is a dangerous form of anesthesia, having a 
mortality risk greater than that of the common types 
of inhalation anesthesia. It should be restricted to 
cases in which its advantages are essential and 
justify the greater risk. Joun A. Worrer, M.D. 
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ROENTGENOLOGY 
Schubert, E. von: Three Years’ Preliminary Expe- 
rience in the Treatment of Cancer with Ex- 
tremely Hard Roentgen Rays (Vorlaeufige drei- 
jaehrige Erfahrungen mit der Carcinomtherapie mit 
extrem harten Roentgenstrahlen). Strahlentherapie, 
1934, 51: 271. 

After three years’ experience with the gamma-ray 
apparatus von Schubert reports that it is technically 
perfect. From the economic point of view he be- 
lieves that the cost of operation, though high, is 
bearable. The renewal of the tubes is especially 
expensive as a tube lasts only about three hundred 
and fifty hours and it costs 1,710 RM (about 
$680.00). The tube gives off only from 2 to 4 r per 
minute. Homogeneous irradiation of the pelvis may 
be obtained by using two large fields (377.5 sq. 
c.cm.). By spreading the treatments over a period 
of three weeks, a dosage of 2,000 r per field may be 
given. In treatment by massive irradiation, which 
is given in two days because of the small doses, 
1,500 r per field may be administered. Beginning 
epidermitis usually heals without reaction in from 
four to six weeks. When the roentgen irradiation is 
to be combined with radium irradiation (from 3,000 
to 4,000 mgm.-hrs.) the blood picture should be 
allowed to return to normal after the first treatment 
(roentgen or radium irradiation) before the second 
treatment is begun. 

In irradiating the ovary of the white mouse with 
ultra-hard rays von Schubert was unable to deter- 
mine any distinct biological effect. On the other 
hand, Stubbe observed a doubling of the rate of 
mutation of the snapdragon after irradiation of its 
pollen with rays produced by from 50 to 75 kv. 

It is as yet impossible to form a definite opinion 
as to the effectiveness of the ultra-hard rays because 
only very advanced cases have been treated by this 
form of irradiation, the period of observation has 
been too short, only uniform irradiation has been 
given, and the cross-fire method, with its greater 
possibilities for sparing the healthy tissues, has not 
been attempted. 

(WeHEFRITZ). JoHN W. BRENNAN, M.D. 


Martin, H. E.: The Fractional or Divided Dose 
Method of External Irradiation in the Treat- 
ment of Cancer of the Pharynx, Tonsil, Larynx, 
and Paranasal Sinuses. Acta radiol., 1935, 16: 1. 


The essential principles of the irradiation method 
of Coutard are reviewed and discussed. The author 
states that an attempt at exact duplication of 
Coutard’s treatment factors and technique is prob- 
ably neither necessary nor advisable since identical 
equipment is seldom available. The universal use 
of the divided-dose method of irradiation therapy 


as developed by Coutard has undoubtedly been 
hindered by attempts at exact duplication of Cou 
tard’s technique and disregard of the logical applica 
tion of the more important general principles. 

The author gives a detailed description of the 
techniques and treatment factors used in the Head 
and Neck Service of the Memorial Hospital, New 
York City, since 1931. With the use of the divided 
dose principle, over 300 cases of pharyngeal and 
laryngeal cancer have been treated with X-rays at 
200 kv., X-rays at 700 kv., and the 4-gm. radium- 
element pack. 

The types of cases treated, the various treatment 
factors, and the technique of treatment in individual 
cases are discussed in detail, and the results in 140 
cases treated during the years 1931 and 1932 are 
presented and analyzed. 


Miescher, G.: Experimental Studies on Animals 
With Regard to the Influence of Fractioning on 
the End-Results (Tierexperimentelle Untersuch 
ungen ueber den Einfluss der Fraktionierung auf den 
Spaeteffekt). Acta radiol., 1935, 16: 25. 


The problem of fractional roentgen irradiation 
was studied experimentally on rabbits’ ears where 
the action was judged exclusively by the secondary 
effect (the condition after observation for from one 
to four years. The criteria of the effect were 
thresholds for permanent baldness, atrophy, necrosis, 
and hyperkeratosis. 

The experiments indicate that the increase in 
tissue tolerance and the fractioning bear a relation 
to one another which can be demonstrated graphi- 
cally. On account of the present general tendency 
to increase the total dosage still further in fractional 
roentgen treatment, the author concludes that the 
values referable to secondary effects in animals show 
cause for serious apprehension. 


Martin, J. M., and Martin, C. L.: Modified ‘‘Cou- 
tard’’ Roentgen Therapy. J. Am. M. Ass., 1935, 
104: 605. 

The authors trace the progress of high-voltage 
roentgen therapy from the early single massive dose 
through the saturation method of Pfahler to the 
more modern fractionated plan of Coutard. The 
chief objections to the Coutard technique are the 
length of time and the cost involved in its use. To 
offset these objections the authors have employed 
less filter, viz., 0.75 mm. of copper instead of 2 mm. 
of zinc, which produces only a slight change in wave 
length. Their method utilizes 200 kv., a target-skin 
distance of 50 cm., a filter of 0.75 mm. of copper 
and 1 mm. of aluminum, and 6 ma. A case of 
squamous-cell carcinoma of Grade 3 involving the 
cheek was selected to check their technique. 
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Thirty-six hundred roentgens divided into twelve 
equal parts covering a period of thirteen days were 
administered to the tumor and surrounding area. 
The skin became red and showed marked desquama- 
tion but no ulceration. The tumor disappeared 
rapidly, leaving only a clean healing uicer about 
% in. in diameter. The results indicated that the 
dosage was correct. 

As the authors have used this modified technique 
for only a little more than a year, they are unable to 
present statistical data. They have employed it in 
twenty-five cases, most of which were inoperable. 
The occurrence of improvement in practically every 
case seemed to justify the temporary discomfort pro- 
duced. The tumors included carcinomata of the 
cervix, ovary, breast, rectum, mouth, pharynx, liver 
and larynx and a radioresistant lymphosarcoma of 
the mediastinum. Tumors of the pharynx responded 
miraculously. The authors believe that their modi- 
fied Coutard technique is as efficient as the French 
procedure. Earv E. Bartu, M.D. 


MISCELLANEOUS 


Turrell, W. J., Eidinow, A., Wilson, J., Woods, R. S., 
and Others: Discussion on Short-Wave Dia- 
thermy. Proc. Roy. Soc. Med., Lond., 1935, 28: 301. 


TuRRELL claims that the thermal action of short- 
wave therapy does not account for the results ob- 
tained with this treatment. He suggests that many 
of the results can be explained better by the dis- 
ruptive and dispersive action of the impact of the 
electromagnetic vibrations. These disruptive and 
dispersive effects will be greatest where the con- 
ductivity of the tissues is low, as in bones and fat, 
and it is in these regions that the therapeutic action 
of the currents is most obvious. If effects com- 
parable to those obtained in the subcutaneous area 
were obtained in the deeper tissues and organs, the 
application of deep-wave therapy would be attended 
by serious risk. 

Erp1now calls attention to the claim that there 
are marked differences between the biological action 
of the diathermy current and that of the ultra-short 
high-frequency current. He cites the work of various 
investigators, some of whom maintain that ultra- 
short waves have a specific biological action apart 
from heat production, whereas others attribute the 
whole effect of such waves to heat action. He re- 


ports investigations of his own in which he found 
that bacteria remained undamaged by lethal doses 
of ultra-short waves and blood showed no change in 
fragility, sedimentation rate, or bactericidal power 
following exposure to ultra-short waves in vitro. He 
concludes that the effect of ultra-short waves is a 
coagulative necrosis and extreme vasodilatation, 
which is similar to the effect of diathermy high 
frequency currents of about 300 meters. 

WILSON disagrees with some of ‘Turrell’s theories, 
particularly those relative to the “pounding and 
disruptive action”? of short waves. She believes 
there is no disruption of atoms by a current of dis 
placement; that the effect is a vibration of every 
electron in each atom of every capacity branch 
traversed by the lines of force. She describes various 
types of machines used in short-wave therapy and 
expresses a preference for those of the valve type. 
She calls attention to the fundamental differences 
between long-wave diathermy and _ short-wave 
therapy. 

Woops states that there appears to be ample ex 
perimental and clinical evidence that the effects of 
short-wave therapy are not confined to superficial 
tissues. It is possible to eliminate most of the effects 
on these by varying the wave length, although 
knowledge of the relationship between the depth of 
the effect and the conditions of exposure is still very 
incomplete. 

WEBSTER discusses especially the clinical applica 
tion of short-wave therapy. Most of his cases were 
of the fibrositis-lumbago-sciatica type. All responded 
well after only a few treatments. A small group of 
painful malignant recurrences seemed to respond 
more favorably to combined short-wave diathermy 
and roentgen therapy than to roentgen therapy 
alone. 

RUSSELL discusses burns in short-wave therapy. 
He states that the accumulation of moisture from 
sweat under the electrodes or contact of the cables 
with the skin may be responsible for burns, but can 
be easily avoided by precautionary measures. 
Among the conditions which he has been able to 
influence favorably by ultra-short-wave therapy are 
boils, abscesses, carbuncles, lymphadenitis, tinni 
tus, aurium, prostatitis, osteomyelitis, septic acne, 
asthma, osteo-arthritis, gonococcal arthritis, sprains, 
contusions, pneumonia, and beginning colds. 

Apoteu Hartunc, M.D 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


O’Shaughnessy, L., and Slome, D.: The Etiology 
of Traumatic Shock. Brit. J. Surg., 1935, 22: 589. 
The authors distinguish traumatic shock from 
shock resulting from intestinal obstruction, general 
peritonitis, and extensive burns of the skin. Follow- 
ing a review of the experimental investigations and 
opinions of others with regard to traumatic shock 
they report the findings of their own experimental 
studies. In the latter, which were carried out on 100 
cats anesthetized by the intravenous injection of 
0.08 gm. of chloralose per kilogram of body weight 
in 10 c.cm. of water, the blood pressure was recorded 
by means of a carotid cannula and mercury ma- 
nometer. Trauma was inflicted by 20 blows with a 
heavy iron bar on a thigh. While the skin remained 
intact, the femur was broken and autopsy revealed 
considerable injury to the muscles of the thigh. 
None of the animals was allowed to recover from the 
anesthesia. The object of the experiments was to 
reproduce the condition occurring in fatal clinical 
cases of traumatic shock. 

The experiments were divided into 3 groups. In 
the first group the attempt was made to determine 
whether toxins were liberated from the area of trauma. 
In some of the animals occlusion of the venous return 
was obtained by ligation of the femoral vein and its 
tributaries in the groin, the external, internal, and 
common iliac veins, and the inferior vena cava and 
its transverse iliolumbar tributaries, and an injection 
of histamin then made into a thigh. The injection of 
histamin failed to affect the systemic blood pressure, 
whereas trauma applied to the limb was followed by 
a rapid fall in the blood pressure and the develop- 
ment of severe shock with an early fatal termination. 
In another group of animals perfusion of the trauma- 
tized limb was done. This failed to elicit any evi- 
dence of the presence in the traumatized tissue of 
vasodilator substances which might be responsible 
for general vascular collapse or shock. In a third 
group of animals a search was made for diffusible 
products in the systemic circulation by a method 
based on vividialysis. The results appeared to rule 
out a causal relationship to the development of 
traumatic shock of a humoral agency produced either 
locally in the area of trauma or more remotely. 
They suggested that the circulating toxin may be of 
such a complex molecular structure that it is incapa- 
ble of dialysis across a collodion membrance. In a 
fourth group of animals the pathological picture of 
histamin shock and traumatic shock was studied. 
A distinct difference was noted in the postmortem 
findings in the animals dying after the administra- 
tion of histamin and those dying from traumatic 


shock. After histamin poisoning there was a dusky, 
diffuse congestion of the intestine. The cut surfaces 
of the liver and kidneys bled readily, and the omen 
tum was engorged and presented large vessels which 
were visible macroscopically in the fat streaks. The 
pancreas presented an intense oedema, and the 
spleen was generally blue and small. The lungs were 
congested with dark blood, and the heart was well 
filled. In the animals dying from traumatic shock 
all of the viscera, but especially the intestines and 
omentum, were pale. The liver and kidneys did not 
bleed readily when cut, and there was no cedema of 
the pancreas. The spleen was contracted, but red 
The lungs were generally pale, and the heart con 
tained little blood. 

In the second group of the experimental investiga- 
tions reported the fluid loss in the area of trauma 
was studied. In a series of 8 traumatized animals 
used as controls the average fluid loss into the trau 
matized limb was found to be 36 per cent of the cal 
culated blood. The authors state that after very 
severe trauma the fluid loss alone is sufficient to 
explain the occurrence of shock, but the fact that the 
amount of fluid lost into the traumatized tissues 
does not bear a direct relation to the length of sur 
vival suggests the participation of some other factor. 
Many investigators have shown that occlusion of the 
main vessels of a limb prevents the development of 
traumatic shock. Complete occlusion of the blood 
supply to a limb can be obtained only by ligating the 
abdominal aorta, the iliolumbar artery, the middle 
sacral artery, the external iliac artery, the profunda 
femoris artery, and the femoral artery and its 
branches in the groin. Complete obstruction of the 
venous return is achieved only by ligation of the 
inferior vena cava and the veins corresponding to the 
arteries mentioned. The authors refer to a limb with 
such obstruction as an ‘anemic limb.”” They found 
that trauma to an anemic limb had no marked effect 
on the blood pressure although the animals were 
under observation for many hours. As the nervous 
paths in such a limb are intact, this observation has 
been cited as evidence that shock is due entirely to 
fluid loss. However, the authors raise the question 
whether such an anaemic limb is not in fact also 
anesthetic. Since, as Blalock suggested, the sudden 
onset of shock on the removal of a tourniquet from 
a wounded limb may be attributed to the sudden 
loss of fluid, they believe it possible also that the 
sudden restoration of a blood supply may release a 
flood of nervous impulses. In support of this theory 
they cite the following experiment: After prepara- 
tion of a cat in the usual way so as to render his 
right hind limb anemic, another cat was prepared 
and an anastomosis made between the central ends 
of a femoral artery and vein of the latter to the 
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peripheral ends of the divided artery and vein of the 
former. The anemic limb was then traumatized as 
in the other experiments. Death occurred about two 
hours later. As there was no evidence of an inci- 
dental cause of death, the authors believe it permis- 
sible to assume that nerve impulses from the trauma- 
tized area were responsible for the fatal termination. 

In the third group of their investigations the 
authors studied the area of trauma as a source of 
nervous impulses. The relation of the nervous sys- 
tem to the syndrome of traumatic shock was investi- 
gated by: (1) section of the nerves to the limb, (2) 
section of the spinal cord, (3) sectionand destruction 
of the spinal cord, and (4) the induction of spinal 
anesthesia. When an attempt was made to exclude 
the nervous discharge from the area of trauma, the 
syndrome was less severe than in the control group. 
In the control group only 1 cat survived for as long 
as six hours. The average survival period was three 
hours and twelve minutes. Every animal showed an 
appreciable drop in the blood pressure at the end of 
the first hour after the trauma. However, following 
nerve section, most of them survived so long that it 
was impracticable to follow them all to death. In 
the cases of those which were under observation until 
death the average survival time was five hours and 
fifty-four minutes. 

The authors conclude that a toxemia due to the 
elaboration of histamin or some other depressor sub- 
stance formed in the traumatized area plays no part 
in the syndrome of traumatic shock. They believe 
that the chief etiological factors are local fluid loss 
and the discharge of nociceptive nervous stimuli. 
The latter is of greater importance than the former. 
Attempts to compensate for fluid loss by intravenous 
therapy are largely ineffective in traumatic shock. 
Apart from the perfunctory administration of mor- 
phine, too little attention has been paid to the nerv- 
ous aspects of the condition. The body possesses 
ample reserves of fluid. Its failure to draw on these 
reserves is due to the continuance of abnormal nerv- 
ous impulses. The authors suggest that the nocicep- 
tive influences might be controlled by the induction 
of spinal anesthesia or the injection of a local anes- 
thetic into the traumatized area. 

ALTON OcHSNER, M.D. 


Leriche, R., and Lucinesco, E.: Heterotopic Osteo- 
genesis Obtained with the Aid of Grafts of 
Bladder Mucosa in the Muscles or Grafts of 
Aponeurosis in the Bladder (De l’ostéogenése 
hétérotopique obtenue a l’aide de greffes dans les 
muscles d’un lambeau de muqueuse vésicale ou de 
greffes d’aponévrose dans la vessie). Presse méd., 
Par., 1935, 43: 137. 

In an effort to study osteogenesis without the 
action of periosteum, endosteum, or osteoblasts, the 
authors repeated the experiments of Neuhoff and 
Huggins on seventeen days. 

In two animals’a strip of fascia was grafted in the 
bladder wall after ablation of a fragment of the 
serosa and muscularis, the mucosa being left intact. 
No ossification occurred in the grafts. 
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In five animals a strip of fascia taken from the 
outer surface of the thigh was grafted in the bladder 
wall after a defect measuring 2 by 4 cm. in diameter 
which included the mucosa had been created. In 
four of the animals ossification of the transplant 
resulted. In the fifth, the graft was lost. 

In eight animals strips of bladder mucosa were 
grafted in different muscles, in muscle septa, and in 
cellular subcutaneous tissue. Ossification resulted in 
seven. In the eighth, suppuration occurred and the 
graft was eliminated. 

In two animals grafts of the bladder wall deprived 
of mucosa were used. No ossification was obtained. 

In the experiments in which grafts of bladder 
mucosa were implanted in muscle, studies were made 
from the first to the one hundred and thirtieth day. 
In the beginning the transplanted mucosal cells mul- 
tiplied rapidly, the epithelium forming small nodules. 
Soon there appeared in the center of each of the 
nodules a small cyst filled with a bloody fluid which 
later became brownish and viscid. Around these 
cysts an active connective tissue reaction took place 
with the formation of numerous young fibroblasts 
and blood vessels. By the end of from fifteen to 
twenty days the connective tissue had assumed a 
collaginous appearance and calcium had begun to 
appear. By about the thirtieth day ossification was 
quite definite. In several instances the pericystic 
tissue was transformed into cartilage which later was 
invaded by bone similar to the process seen in nor 
mal cartilaginous ossification. Ossification continued 
until a true bony tube was formed. In the interior 
of the space limited by bony trabeculz, first small 
sinusoidal vessels and later nucleated red cells, mega 
karyocytes, and other cells typical of normal bone 
marrow appeared. Around this osseous tube there 
developed a layer of fibrous tissue resembling perios- 
teum in appearance and giving the graft the picture 
of normal bone. 

Analysis of the liquid in the cysts showed that in 
the first few days the calcium content was similar 
to that in normal blood serum but later, as the 
fluid became more concentrated, the calcium content 
increased. In the tissues surrounding the cysts the 
calcium content was found to be from two to three 
times greater than that in the blood serum. 

The authors report also two experiments on dogs 
in which segments of the fibula were removed and 
transplants of bladder mucosa were made. Bony 
continuity was established at the end of two and 
a half months. Natuan A. Womack, M.D. 


Jung, A., and Cemil, S.: Experiments on Heteroto- 
pic Ossification in the Spleen (Quelques expé- 
riences sur l’ossification hétérotopique dans la rate). 
Presse méd., Par., 1935, 43: 40. 

The authors have confirmed the observations of 
others regarding the heteroplastic formation of bone 
in the spleen under experimental conditions. They 
found, for instance, that when the mucous membrane 
of the urinary bladder is transplanted into the spleen 
with a strip of aponeurosis, bone is formed after one 
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or two months in the connective tissue medium in 
contact with the bladder mucosa that has prolif- 
erated with the formation of cysts. They have found 
also, as has been noted by others, that the trans- 
plantation of either the bladder mucosa or the 
aponeurosis alone into the spleen does not lead to 
new bone formation. When the aponeurosis trans- 
planted with the bladder mucosa was first boiled the 
bone formation was slower in appearance, irregular, 
and less abundant. When normal aponeurosis was 
transplanted with boiled bladder mucosa new bone 
formation did not occur. The authors contend that 
the amount of calcium in the liquid of the young 
cysts is the same as that in the blood of the animal. 
NATHAN A. Womack, M.D. 


Nicholson, G. W.: Studies on Tumor Formation. 
XV. A Fetiform Ovarian Teratoma. Guy's //osp 
Rep., Lond., 1934, 84: 389. 


The author presents a detailed description and an 
attempt at analysis of a museum specimen of a feti- 
form ovarian teratoma that was first described by 
Shattock in 1904. In the earlier report the specimen 
was described as the trunk of a sexually mature 
woman with vulva, perineal raphe, pubic hair, one 
upper and two symmetrical lower extremities, a 
rudimentary vertebral column, and a ccelomic cavity 
containing a loop of intestine. In the examination 


reported here the specimen has been treated simply 
as an unknown object composed of human flesh. 
Che following two questions were in the mind of 
the investigator during the study of this tumor: Is 
the teratoma a fetus, that is, a tumor of a human 
organism. Is it merely fetiform? Before proceeding 
with an analysis of the tumor tissue in an attempt to 


answer these questions the author enumerates some 
of the theories of teratogenesis. In attempting to 
explain the problem as one of parthenogenesis he 
points out that of the multitudes of ovarian and solid 
teratomata that have been well described, only 
fifteen resembled the human form closely enough to 
be called fetiform and of the latter only two con- 
tained bones that could be regarded reasonably as 
vertebra. If teratomata represent parthenogenetic 
ova we would expect to find as a general rule some 
sure traces of membranes and placenta, of a longi- 
tudinal axis, of metameric segmentation, and of 
orderly delamination of the germinal layers. In the 
face of authority we cannot very well believe that 
an ovarian teratoma represents either a partheno- 
genetic or other attempt at embryo formation. 

The assumption of the incestuous fertilization of 
an ova of the host by her father at the time or as a 
consequence of her own conception were better never 
made. 

What are the claims of the blastomere theory 
which holds the field today? Cell rests in the form of 
accessory organs, dislocations, and tissue mal- 
formations are common. Invariably they are either 
fully differentiated or, at least, show every sign of 
every attempt at physiological differentiation pos- 
sible in their strange location and under trying con- 
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ditions. The author has never found persistence of 
cell rests in the embryonic state. Moreover, the 
transplantation experiments of Spemann, performed 
with dislocated blastomeres, show that the fate oi 
the blastomeres is determined by the position the, 
happen to occupy in the body. When a blastomer 
is dislocated into the region of the developing pro 
nephros it takes its physiological share in the forma 
tion of that organ and of the wolffian duct. The evi 
dence seems to justify the inference that if a blasto 
mere is displaced into the region of a developing 
ovary, it will take part in the formation of the cells 
of that organ. That is to say, it may reasonably be 
assumed to produce normal ovarian stroma, blood 
vessels, ovarian follicles, and normal ovarian ova 
There is nothing to suggest that it will attempt the 
formation of a second individual, a fetus of even the 
most rudimentary teratomatous sort. The evidence 
of modern biology does not support the notion that 
a displaced blastomere will produce an ovarian feti- 
form dermoid or teratoma adultum. 

The author believes that the development of our 
knowledge regarding the cause of teratomata re 
mains for the future. Until such development 
occurs we must rest content with the idea that the 
germ or mother-cell will be shown to be either: 
(rt) a cell or a group of cells with an antecedent 
anomaly of composition or location, or (2) a norma! 
cell or group of normal cells reacting abnormally in 
abnormal conditions. In the study herewith reported 
the author attempted chiefly to determine whether 
or not teratomata, the genesis and development ot 
which are unknown, represent attempts at the forma 
tion of human organisms. He therefore feels justified 
in denying attributes of a fetus to the object de 
scribed as he found no internal evidence of feti 
formity. The object presents no traces of membranes 
nor of placentation. Most important is the demon 
stration that the central axial skeleton is not a 
vertebral skeleton since it is built of centers of ossi 
fication in a single unsegmentea cartilage. 

The object is distinguished from ordinary der 
moids and amorphous teratomata chiefly by its 
marked bilateral symmetry of outer form and inner 
structure. The author interprets this phenomenon 
in terms of a figure of equilibrium known as an “un 
duloid’”’: as the physiological reaction of fluid or 
semi-fluid matter to elementary physical principles 
of fluid pressure. There is also the action of physical 
stimuli in the form of the appendages, particularly 
the paired so-called lower extremities. Beyond the 
effects of moulding by fluid pressure, these append 
ages present no characteristics, gross or histological, 
of somatic lower limbs. The cutaneous falciform 
ridge between the roots of the subapical appendages 
is without homologue in the human body. It is to be 
interpreted as a local reaction to physical conditions. 
Its presence strengthens the view of physical causa 
tion of the outer form of the dermoid nipple and its 
appendages and much of its inner structure. The 
vulva represents an orifice peculiar to dermoids 
generally known as the “‘mouth’’ and is without 
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homologue in the human body. No pubic region is 
found, hence there is no evidence for pubic hair and 
sex, and there is no evidence of sexual maturity of 
the dermoid nipple. There are no signs of present 
development, and the tissues are as fully differ- 
entiated as those of an adult human being. The 
name “fetus” is quite inapplicable to the object. The 
object presents no more internal evidence of a human 
body than the most amorphous teratoma. 

In summarizing, the author states that a ‘“‘germ”’ 
very much simpler than a parthenogenetic ovum or 
early blastomere satisfies the requirements of formal 
genesis. When basing explanations of causal genesis 
upon the demonstrations of contemporary experi- 
mental embryology we may dispense with a patho- 
logical “‘germ” in the sense of antecedent isolation, 
displacement, or malformation of a mother-cell or 
cell group, blastomere, or ovum. We owe this dis- 
pensation in the first place to Budde, who refers the 
pathological factor in teratogeny outside the af- 
fected region altogether by assuming a disturbance 
of continuity of the primitive streak. Budde bases 
this assumption on Spemann’s transplantation 
experiments with fragments of the dorsal lip of the 
blastopore which is the organizer for somatic devel- 
opment. The results of this disturbance of continuity 
of the primitive streak will be one or more small 
isolated, dislocated, or displaced secondary organ- 
izers, the effects of which will vary with their own 
innate organizing capacity, the time of the dis- 
turbance, the consequent development already 


undergone by the ovum, and the region upon which 
the fragment happens to act. However, the effects 
of its action will never be perfect; that is to say, an 


embryo, because: (1) they are overshadowed and 
interfered with by the activity of the great organizer 
of which it is a mere fragment, and (2) the cells upon 
which the secondary organizer acts were no longer 
quite indifferent at the beginning of its action. 
Nevertheless, as part of the physiological organizer, 
the action of the fragment will be in directions as 
somatic as possible under the circumstances and, 
with the result, called a ‘‘teratoma,”’ will be physio- 
logical forms of development and growth. 

Finally, the teratoma is conceived of as the physio- 
logical reaction of a perfectly normal indifferent cell 

‘more strictly, of the perfectly normal indifferent 
cells—of the part to ambient conditions, the only 
abnormality of which is a disturbance of an entirely 
physiological principle. It has been shown quite re- 
cently that the action of the organizer is not vital 
and cellular since many animal tissues which possess 
no organizing action when alive will unfold it after 
death. Moreover, adult tissues, living or dead, or 
their heat-coagulated cell-free extracts have this ac- 
tion confined strictly to the dorsal lip of the blasto- 
pore in the developing ovum. It would seem, there- 
fore, that the indyctive effect of the organizer is due 
to some chemical substance elaborated by it. We can 
replace the conception of the material breech of con- 
tinuity in the young embryo by a disturbance of 
metabolism in our attempts to find an explanation 
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for the cause of teratomata. The author concludes 
that modern ideas supported by recent experiment 
do much to shake the foundations of the following 
two dogmas of pathology: (1) that displaced embry- 
onic cell rests or antecedent anomalies of the mother- 
cel] or cells will explain tumor formation and the 
tumor can be explained only as a physiological reac 
tion to abnormal stimuli; and (2) that our discipline 
is concerned with unnatural, unbiological, or unphys 
iological principles. = Hersert F. Tourston, M.D. 


Macklin, M. T.: Heredity in Cancer and Its Value 
as an Aid in Early Diagnosis. Edinburgh M. J., 
1935, 42: 49. 

Cancer of a specific type in a specific organ at a 
specific age tends to occur in families and is there- 
fore hereditary. In a series of families selected be- 
cause two members of each had died of the same type 
of tumor, it was found that blood relatives were 
affected ten times as often as unrelated persons. 

Chronic irritation appears to hasten a reaction 
which, in its absence, will occur at a later date. In 
some cases it is not a factor at all. 

The hereditary character of cancer favors early 
diagnosis. While a patient cannot be periodically 
examined for all types of tumor, he may be examined 
at intervals for the type or types of tumor which 
have been most common in the other members of his 
family. Georce A. Cottert, M.D. 


Umezawa, R.: Melanocyte Reaction of the Prepa- 
rations of the Pituitary Body and the Urine of 
a Cancer Patient. Jap. J. Obst. & Gynec., 1935, 
18: 2. 


Melanin granules are found in melanocytes present 
in the skin of amphibia and pisces. Under the in 
fluence of certain biological products such as pitui 
tary extract and the effect of drugs or physical im 
pulses, these granules, which normally are arranged 
in massive groups, become scattered. The skin then 
assumes a chocolate or brownish black hue, a phe 
nomenon called the ‘“melanocyte reaction.”’ ‘The 
exact site of production of the melanocyte hormone 
in the hypophysis is unknown. 

The author reports experiments which he carried 
out chiefly on male rana nigromaculata hall weighing 
from 20 to 30 gm. Injections were made under the 
skin in the lumbar region. If the reaction was posi- 
tive, the dorsal region became dark within a few 
minutes after the injection. Morphological changes 
of melanocytes in the web membrane were studied 
with a capillary microscope. 

The melanocyte reaction after the injection of 
urine of pregnant women was positive in the major- 
ity of cases. It could be intensified by boiling the 
urine for one minute. The urine of women with 
hyperemesis gravidarum, hydatidiform mole, chor- 
ionepithelioma, or eclampsia gave a markedly posi- 
tive reaction. 

The urine of women with gynecological diseases 
such as endometritis, cervical erosion, and pelvic 
peritonitis gave a negative reaction. Saline extracts 
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of uterine myoma or cancer, the cerebrospinal fluid of 
women with uterine cancers, and preparations of 
follicular hormone gave negative results. On the 
other hand, positive reactions were obtained with 
the urine of women suffering from cancer of the 
uterus and with various commercial preparations of 
the anterior and posterior lobes of the pituitary 
gland. 

The author concludes that cancer carriers excrete 
the melanocyte hormone with the urine; apparently 
there is an intimate relationship between the pitui- 
tary secretion and that of persons with cancer. In 
patients with cervical cancer subjected to roentgen 
therapy the urine which first gave a positive reaction 
temporarily became negative as soon as clinical 
improvement was noticed. The intensity of the re- 
action varied according to the location of the cancer. 
It was greatest in cases of cancer of the cervix, exter- 
nal genital organs, and rectum. 

If factors liable to cause a positive reaction, e.g., 
pregnancy, are taken into consideration, the re- 
action is of value for a rapid diagnosis of cancer; it 
requires only from fifteen to sixty minutes. 

Josepn K. Narat, M.D. 


Bracco, R.: New Studies on Latent Pathological 
Microbism in Tissues Removed from the More 
Common Operative Fields (Nuove ricerche sul 
microbismo latente patologico nei tessuti prelevati 
da alcuni dei piu comuni campi operatori). Clin. 
chir., 1934, 10: 1222. 


Bracco reports a bacteriological study he made in 
the General Surgical Clinic of the Royal University 
of Turin (Director, Uffreduzzi) to determine how in- 
fections arise and spread in the abdominal viscera. 
Of seventy-seven cases of chronic appendicitis, the 
meso-appendix was found free from bacteria in 
thirty (38.9 per cent). Of the remaining forty-seven 
cases, the colon bacillus was isolated in twenty- 
three, the staphylococcus pyogenes aureus in seven, 
the staphylococcus pyogenes albus in six, the entero- 
coccus in seven, a streptococcus in one, the micro- 
coccus catarrhalis in one, the micrococcus tetragenes 
in one, and a diplococcus in one. Four of the cases 
with bacteria presented lesions consisting of small 
foci of small-cell infiltration which were usually peri- 
vascular and slight vascular lesions consisting chiefly 
of hypertrophy of the intima of the small arteries. 

Bracco concludes that, of the forty-seven cases 
with positive bacteriological findings, forty-three 
may be considered cases of physiological latency as 
they presented no histological lesions, and four as 
cases of pathological latency as the inflammatory 
lesions were small and chronic probably because of a 
reduction of the metabolism of the bacteria or the 
liberation of small quantities of endotoxins by death 
of the organisms. 

Of the bacteria isolated in this study, 29.8 per 
cent belonged to the bacillus coli group. The staphy- 
lococcus aureus and the enterococcus each consti- 
tuted 9.1 per cent; the staphylococcus albus, 8 per 
cent; the micrococcus tetragenes, the streptococcus, 
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and the micrococcus catarrhalis, each 1.2 per cent; 
and the diplococcus, 1.2 per cent. 

In three of the four cases of relative pathologica! 
latency the condition was due to the bacillus coli anc 
in one to the staphylococcus pyogenes aureus. O/ 
eight cases in which the parametrium was studied 
following hysterectomy for uterine tumor, the find 
ings were negative in four, the staphylococcus albu 
was discovered in three, and the staphylococcu 
aureus was discovered in one. One histological stud, 
showed chronic inflammation with a lymphocyti: 
infiltration. EuGENE T. Leppy, M.D. 


Gordon-Taylor, G.: Bad Surgical Risks. Brit. M. J 
1934, 2: 755- 

By the term “‘bad surgical risk” the author mean; 
the patient rather than the operation. He states tha 
the ‘‘bad surgical risk” has been aptly defined b 
Rooke as ‘‘a type of patient whose prospect of re 
covery from active surgical treatment of his condi 
tion falls much below the average.”’ Surgical risk t: 
the patient depends upon race; sex; heredity; bodil 
conformation (fat, color of hair, etc.); previou 
habits and mode of life; antecedent or intercurren| 
disease; the state of the cardiovascular, respiratory 
urinary, and nervous systems; psychological condi 
tions; the nature and severity of the condition fo: 
which surgery is contemplated; the presence or ab 
sence of a secondary phenomenon affecting the pa 
tient adversely; and the type of operation proposed 

Extirpation of the rectum by combined method 
is better borne by women than by men. Gastrec 
tomy is followed by anemia in females more than i: 
males. Operations, particularly radical breast opera 
tions, are poorly borne during menstruation, preg 
nancy, and parturition. Of great importance in 
reducing surgical risk is a familial history of lon 
gevity. The risk is lowest during the years that thi 
patient is in his prime and when operation is don 
promptly after an early diagnosis and under th 
correct type of anesthesia properly induced. When 
ever a complicated surgical procedure is under con 
sideration the adage, ‘“‘A man is as old as his arteries”’ 
must be kept in mind. Persons whose stature and 
form are abnormal are abnormal surgical risks. Fat 
is a well-known surgical handicap. In the cases o! 
obese patients operation is technically difficult and 
fat is usually present not only around but also 
within the heart. Fat persons appear to be more 
prone to thrombosis and embolism and less resistan! 
to infection than thin persons. Confinement to bed 
for a few days before operation may be a most salu 
tary preliminary measure. Persons addicted t 
excessive use of alcohol, tobacco, or drugs are poore 
surgical risks than others. 

Antecedent or intercurrent disease may prejudic: 
the chances of a successful operation. The risk i 
increased especially by cardiovascular disease an: 
degeneration. Arteriosclerosis and calcification of 
vessels combined with fat in a Jewish patient with 
growth in the colon call for the Mikulicz type of ex 
section. Cooperation with a good internist is of 
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great aid in the pre-operative treatment. Low blood 
pressure is a more serious handicap to surgery than 
hypertension. In diabetes, the risks of surgery have 
become negligible since insulin and glucose therapy 
have been employed before operation. The cause of 
death in fatal cases is senility, not hyperglycemia. 
Renal disease and antecedent infections such as 
erysipelas, tetanus, and pyogenic infection constitute 
added risks. With regard to psychological factors in 
the danger of operation the author states that it is 
wise to refrain from all operations of convenience in 
the cases of patients who require much persuasion 
and show evidences of mental unrest. 

In cases of thyrotoxicosis the risk of surgery has 
been decreased by the pre-operative administration 
of iodine and repeated determinations of the basal 
metabolic rate during the pre-operative period of 
rest in bed. However, operation is contra-indicated 
under the following circumstances: 

1. When the patient has been receiving indis- 
criminate doses of iodine for months or years prior to 
seeing the surgeon, the basal metabolic rate is above 
+40, tachycardia is present, and there has been 
a marked loss of weight. 

2. When, on being given iodine by the surgeon 
preparatory to operation, .the patient becomes clini- 
cally worse and the basal metabolic rate rises. 

3. When the operation has been delayed too long 
after the administration of iodine, iodine has lost its 
effect, and the basal metabolic rate rises. 

4. When an acute infection, such as tonsillitis, is 
present. 

5. When the patient shows mental disturbances. 

6. When the patient shows an idiosyncrasy to 
iodides. 

In spite of the current belief to the contrary, opera- 
tion is not contra-indicated by congestive or anginal 
heart failure, auricular fibrillation or flutter, hyper- 
tension, or extreme youth or old age. 

Increased experience with radium therapy has 
changed the attitude that existed formerly as regards 
surgery of the tongue and mouth. Whatever views 
may be held as to the best method of treating cases 
of neoplasm of the anterior half of the tongue which 
are good surgical risks, radium therapy is probably 
better than surgical extirpation and has a lower mor- 
tality than more drastic procedures in cases of neo- 
plasm of the posterior portion. 

In cases of peptic ulcer, ill-advised, ill-timed, or 
inappropriate surgery may convert a good risk into 
a poor risk. There is no single form of operative pro- 
cedure which is applicable to every case. By surgical 
judgment or the lack of it the patient’s cause may 
be won or lost. In cases which are poor risks the 
simplest, most gentle, and most rapid procedure is 
the method of election. The position, size, and fixity 
of the ulcer, the possibility of malignancy, and the 
findings of functional gastric analysis must be con- 
sidered. A patient with a chronic peptic ulcer may 
be rendered a poor surgical risk by ill-judged and 
indiscriminate surgery, but he is already both a poor 
surgical and a poor medical risk when he has bled 
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from the ulcer and he becomes a greater risk with 
each succeeding hemorrhage. It is logical to assume 
that operation is required before a second hemor 
rhage takes place and that surgery is the safest pro- 
cedure. The possessor of an anastomotic ulcer is a 
poor risk. A gastrojejunal or jejunal ulcer may be a 
severe burden, but an added communication with 
the colon increases the duration of the operation to 
cure it and a complicating hemorrhage makes the 
risk greater than ever. All cases of gastric cancers 
are poor surgical risks. 

The danger of postoperative thrombosis in cases 
of splenic anemia with a high initial blood plate 
count is perhaps not always sufliciently appreciated. 
When splenectomy is contemplated for this condi 
tion the services of a competent hematologist are of 
great importance. 

Percentage mortality is dependent upon the risk. 
Colectomy for carcinoma of the colon is unfavorable 
because of the operative mortality. In cases of carci 
noma of the rectum many types of operation are per 
formed, but the most important factor is the judg 
ment of the surgeon. 

Surgery of the bile ducts is associated with a much 
greater risk to life than surgery of the gall bladder. 
Operation should be deferred until the jaundice be 
gins to subside. Blood transfusion is better than the 
intravenous administration of calcium chloride as a 
means of diminishing or preventing the tendency 
toward hemorrhage and is especially valuable when 
the bilirubin curve begins to rise. The administra- 
tion of large quantities of glucose before and after 
operation is essential. In cases of marked jaundice 
nothing more than drainage should be attempted. 

A patient requiring prostatectomy is a poor surgi- 
cal risk when the blood urea is over 60 mgm. per 100 
c.cm. and when, though the blood urea is normal, 
there is evidence of moderate renal impairment. 

Atton OcHSNER, M.D. 


Rueckert, W.: The Cause of Death in Fat Embolism 
(Zur Frage der Todesursache bei lettembolie). 
Deutsche Ztschr. f. Chir., 1934, 243: 537- 

A pulmonary and a cerebral fat embolism are 
recognized. In the former there is a mechanical dis 
turbance due to a superabundance of fat in the 
lungs and death results from suffocation. In the 
latter there are disturbances of the brain manifested 
by Cheyne-Stokes respiration due to paralysis of the 
respiratory centers which, in the beginning, are fre- 
quently accompanied by sleepiness, muscle-twitch- 
ings, and violent cramps. The picture is similar to 
that of retention uremia. Even the maximal con 
traction of the pupils characteristic of uramia fre- 
quently occurs. 

Cases in which associated renal injuries were dem- 
onstrated have been reported (Paul and Windholz, 
Dusie). The theory was advanced that the uremic 
symptoms were concealed by the cerebral fat em- 
bolism. This theory was disputed by Melchior and 
Groendahl, but supported by the residual nitrogen 
determinations made by Paul and Windholz in 
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experiments on animals. Ilech and Traum opposed 
it. Rueckert therefore made determinations of the 
residual nitrogen by the Kjeldahl micro-method in 
experiments on ten rabbits and three dogs. 

He found that prolonged intravenous injections 
of from 0.25 to 1 c.cm. of fat produced an insignifi- 
cant transitory increase in the residual nitrogen. A 
sudden increase in the amount of fat injected, up to 
5 c.cm., rapidly increased the residual nitrogen and 
caused death in three days with typical symptoms of 
uremia and cerebral fat embolism. Injections of fat 
into the renal arteries of dogs caused a transitory 
increase in the residual nitrogen, while amounts of 
} c.cm. produced a rapid increase to the level found 
in fatal uremia. The fat of bone marrow and liquid 
paraflin produced similar results. 

The author draws no practical conclusions from 
his experiments at this time as determinations of the 
residual nitrogen in cases of illness are lacking. 
However, he calls attention to the fact that the 
average duration of cerebral fat embolism until 
death is from eight to eleven days. 

(FRANZ). Marutas J. Setrert, M.D 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Oury, P., and Le Bars, L.: Chronic Staphylococcic 
Septicopyzmias with a Prolonged Course (Les 
septico-pyohémies staphylococciques chroniques 4 
évolution prolongée). Presse méd., Par., 1935, 43: 
101. 


The authors review briefly the classifications of 
staphylococcic infections that have appeared in the 


French literature. They regard as most satisfactory 
the classification of Lemierre, viz.: (1) a fulminating 
acute type, which is usually fatal; (2) a subacute 
type, in which the prognosis is less unfavorable; and 
(3) a chronic type characterized by successive and 


multiple localizations. In their discussion of the 
chronic type, the subject of this article, they report 
the case of a patient who first presented a lesion at 
the nose and later developed secondary lesions in the 
lungs, bones, joints, and subcutaneous tissues. This 
patient was under their observation for six years. 
The lung abscesses were treated conservatively 
while the other lesions were drained surgically. When 
last seen, the patient was apparently cured. Several 
cases of this type collected from the literature are 
discussed briefly. 

The condition is most common in young adult 
males, probably because they are most exposed to 
trauma and skin infections. The portal of entry is 
usually the skin ora bone. Asa rule the initial lesion 
heals rapidly and there is a free interval before the 
appearance of the septicopyemia. The authors 
emphasize the pyogenic nature of the organism and 
the frequency of its occurrence in the debilitated and 
the diabetic. The prognosis depends to a great de- 
gree upon the site of localization of the secondary 
lesions. A positive blood culture is an unfavorable 
sign. Treatment is unsatisfactory. It consists 


chiefly of drainage of the localized infections when 
this is possible and measures to increase the patient's 
general resistance. NATHAN .\. Womack, M.D. 


DUCTLESS GLANDS 
Tabanelli, M.: Investigations on the Relation Be- 
tween the Sympathetic Nervous System, the 
Blood Calcium, and the Parathyroids (Ricerche 
sui rapporti fra simpatico, calcemia e paratiroidi). 
Arch. ital. di chir., 1934, 38, 189. 

The author attempted to determine the relations 
between the sympathetic nervous system, the para- 
thyroids, and the calcium content of the blood by 
means of animal experiments and clinical observa- 
tions. In experiments on dogs, simple periarterial 
sympathectomy performed at various sites, includ- 
ing the common carotid, the carotid sinus, and the 
femoral artery, caused no change in the calcium 
content of the blood. After the resection of tracts of 
the mesenteric, omental, and femoral arteries 4 or 
5 cm. long with consequent interruption of the peri- 
vascular sympathetic sheath the calcium content 
of the blood decreased, reaching its lowest level from 
one to three days after the operation, and then re- 
turned to normal in from four to ten days. After 
resection of the left great splanchnic nerve imme- 
diately below the diaphragm the calcium content of 
the blood showed a decrease which began twenty 
four hours after the operation and reached its maxi 
mum between the third and fifth days and then 
returned to normal by the eleventh or twelfth day. 

The clinical investigations, though carried on as 
far as possible under the same conditions as the 
experimental investigations, yielded less definite 
findings. The sympathetic nervous system was 
injured during various operations at different sites, 
including strumectomy with manipulation and liga- 
tion of the vessels, resection and amputation of the 
stomach, and resection of portions of arteries. These 
operations were followed by only slight variations 
in the blood calcium, all of which were within the 
limits of normal. 

Bastai and Dogliotti have claimed that hyper- 
calcemia occurs in various pathological conditions, 
including hypertension, scleroderma, and diabetes, 
as the result of hyperfunction of the parathyroids 
brought about by predominance of the action of the 
sympathetic over that of the vagus. The author 
found only slight variations in the blood calcium in 
these conditions. 

However, his experiments show that effects here- 
tofore considered solely those of parathyroidectomy 
can be brought about to a lesser degree by operations 
on the autonomic nervous system even at a distance 
from the neck. The question arises whether these 
effects are brought about by an action exerted on 
the parathyroids through the sympathetic nerves 
or by the direct action of the sympathetic nervous 
system itself. Tabanelli believes that the parathy- 
roids are involved in their production as these 
glands seem to be almost the sole regulators of cal- 
cium metabolism. AuprEY Goss Morgan, M.D. 
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Calef, C.: The Influence of the Prostatic Hormone 
on the Formation of Bony Callus (L’influenza 
dell’ormone prostatico sulla formazione del callo 
osseo). Policlin., Rome, 1934, 41: sez. chir. 647. 

In recent years numerous investigations have 
shown that the various glands of internal secretion 
are of importance in stimulating repair in certain 
tissues, especially bone, through their hormones. 

Although up to the present time the existence of a 
prostatic hormone in internal secretion has not been 
demonstrated, it seems to the author that experi- 
mental work has indicated the presence of such a 
hormone. The investigation herewith reported was 
undertaken to determine whether callus formation is 
stimulated by a hormone from the prostate. 

Following a review of the literature on bone repair 
and the probability of the existence of a prostatic 
hormone, the author reports two series of experi- 
ments which he performed on guinea pigs and dogs. 

The first series of his experiments were carried out 
on sixteen male guinea pigs which were divided into 
two groups. In the animals of the first group a simple 
fracture of the middle third of the ulna was produced 
by the open method. In those of the second group 
resection of 4 mm. of the middle third of the ulna was 
done. The animals were all of the same age and of 
about the same weight, and were kept under similar 
conditions. There was no immobilization. Three 
days after the operation in each group injections 
into the site of fracture or resection were started. 
In the cases of some of the animals extract of pros- 
tate furnished by the Serono Serotherapeutic Insti- 
tute was injected. In the cases of the others, which 


served as controls, distilled water was used. The 
injections were made every four days and the ani- 
mals kept under observation for fifteen, thirty, 
forty-five, and sixty days. At the end of the experi- 
mental period roentgenograms were made and 
microscopic sections of the specimen were prepared. 

The second series of the author’s experiments con 
sisted of twenty-four experiments carried out on 
eight male dogs at the age of prostatic function. 
Four of the dogs were prostatectomized. The hypo 
gastric prostatectomy had been done and the wound 
had been long healed before the bone lesion was 
produced. A fracture was produced in the fibula, 
the tibia being left intact, and resection of 6 mm. 
was done in the ulna, the radius being left intact. 
There was no immobilization. One group of dogs 
with a fracture and one group subjected to resection 
were given no treatment after the bone injury and 
another group of each were treated with prostatic 
extract. The administration of the prostatic extract, 
endoprostatina from the Serotherapeutic Institute 
of Milan, was begun immediately after the bone 
operations and repeated daily until the end of the 
experiment. The extract was given in pastilles. 

The article contains roentgenograms and histo- 
logical sections made in all of the experiments. 

The author concludes that there is a prostatic 
hormone which very definitely influences the forma 
tion of callus after bone fracture or injury, and that 
in the experiments he reports it exerted such an effect 
whether it was injected at the site of the lesion or 
given by way of the gastro-intestinal tract. 

BARBARA B. Stimson, M.D. 
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